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IMPROVING CARE AT THE END OF LIFE WITH 
COMPLEMENTARY MEDICINE 


TUESDAY, OCTOBER 19, 1999 

House of Representatives, 
Committee on Government Reform, 

Washington, DC. 

The committee met, pursuant to notice, at 1:05 p.m., in room 
2154, Rayburn House Office Building, Hon. Dan Burton (chairman 
of the committee) presiding. 

Present: Representatives Burton, Morelia, Horn, McIntosh, Ose, 
Waxman, Mink, Norton, Cummings, Kucinich, and Schakowsky. 

Staff present: Kevin Binger, staff director; James C. Wilson, chief 
counsel; David A. Kass, deputy counsel and parliamentarian; John 
Williams, deputy communications director; S. Elizabeth Clay, pro- 
fessional staff member; Robin Butler, office manager; Corinne 
Zaccagnini, systems administrator; Carla J. Martin, chief clerk; 
Lisa Smith- Arafune, deputy chief clerk; Nicole Petrosino and 
Heather Bailey, legislative aides; Robert Briggs, staff assistant; 
Phil Schiliro, minority staff director; Phil Barnett, minority chief 
counsel; Kristin Amerling and Sarah Despres, minority counsels; 
Ellen Rayner, minority chief clerk; and Jean Gosa, minority staff 
assistant. 

Mr. Burton. A quorum being present, the Committee on Govern- 
ment Reform will come to order, and I ask unanimous consent that 
all Members’ and witnesses’ written opening statements be in- 
cluded in the record, and without objection so ordered. 

[The prepared statement of Hon. Elijah E. Cummings follows:] 
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Congressman Elijah E. Cummings 
Statement 

Government Reform Full Committee Hearing 
on 

•improving Care at the End of, Life with Complementaiy Medicine?” 
Tuesday, October 19, 1999 
Thank you, Mr. Chairman. 


We come today to examine the status of care provided for 
individuals who are dying. Ecclesiastes 3:1 in part states “To every 
thing there is a season, and a time to every purpose under the 
heaven; a time to be bom, and a time to die ...” 

it is important that we make the final days of our loved ones as 
peaceful and painless as possible. Hospice care provides such an 
environment. According to the National Hospice Organization, 
hospice is an “emphasis on pain and symptom control, so that a 
person may live the last days of life fully, with dignity and comfort.” 


1 
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1 Complementary and alternative medicine, (CAM), is another 

2 way to achieve this goal. The use of complementary medicine has 

3 become very popular in the United States. In fact in my hometown 

4 of Baltimore, the Complementary Medicine Program (CMP) at the 

5 University of Maryland School of Medicine was founded in 1 991 . The 
5 school Is dedicated to investigating complementary and alternative 

therapies and evaluating their contribution to the care of patients. 

8 Also, Dr. Brian M. Berman, director of the Complementary Medicine 

9 Program in Baltimore, currently serves cis U.S. editor for the journal 

0 Complementary Therapies in Medicine. 
ti 

12 Extensive research is essential and should be one of our main 

1 j areas of focus. Research is important because it offers patients 

14 access to a variety of treatments. Patients need to understand their 

15 options and physicians need to be able to discuss these options. 

16 

17 1 look forward to hearing from our witnesses this afternoon. 


2 
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Mr. Burton. I want to start off by saying that I appreciate the 
hard work that a lot of people have done on this hearing. Beth Clay 
was very insistent that we have the hearing today. We had a lot 
of other pressing business, but because she was beating me over 
the head with a ball and bat, we went ahead and decided to do it. 

After reading some of the background information on this and 
understanding the issue more thoroughly, I think this is a hearing 
that is truly important, much more important than I thought ini- 
tially. Today we are going to broach a topic that is not easy for 
some of us to talk about — dying. Everyone in this room that has 
lost someone they loved is concerned about that. While the topic of 
end-of-life care may be emotionally charged and difficult to face, it 
is a topic that we must have the courage to face, all of us. We can 
and must improve end-of-life care and we can do this in several 
ways. The most recognized issue in the end-of-life care is pain man- 
agement, and I am painfully aware of that because last September 
and October my mother and stepfather died. Watching them go 
through the kind of pain that they endured was very difficult, and 
had it not been for a medical assistant that was there admin- 
istering pain relief, it could have been a lot worse. 

In today’s world, with such a wide range of drugs for pain man- 
agement, why is it that pain is not properly treated? Dr. Ira Byock, 
a leader in the field of end-of-life care and the author of the book 
“Dying Well,” will share with us his observations about pain man- 
agement and ways to improve end-of-life care including the role of 
complementary medicine. 

Dr. Ming Tian, a physician and licensed acupuncturist, will share 
with us his experience as the doctor the National Institutes of 
Health has called on for almost 10 years to treat intractable pain 
for patients at the Clinical Center. He will also share insights 
about the role of traditional Chinese medicine. 

Family members are often faced with daunting challenges: pro- 
viding care at home, making treatment decisions, working through 
the myriad issues of insurance and Medicare, all at a time that 
they deal with the emotions surrounding the imminent loss of a 
loved one. 

Mrs. Carolene Marks recovered from cancer by using alternative 
medicine. After her experience, she used what she learned to begin 
helping other women dealing with cancer. She served 4 years in 
the National Institutes of Health’s Alternative Medicine Program 
Advisory Council. She continues to work with academic institutions 
in the San Francisco area to hold alternative medicine conferences 
to make information available to women who are facing breast can- 
cer. She is also the wife of the late Milton Marks, who served for 
many years in the California State Senate. Today, she will share 
with us her personal insights, including complementary therapies 
in her husband’s care. 

Typically, when one thinks of end-of-life care, one thinks of the 
hospice program. Elizabeth Kubler-Ross made “hospice” a house- 
hold word with the publication of her book, “On Death and Dying.” 
In her book, she lambasted the medical community for its lack of 
compassion and inability to care for the dying patient appro- 
priately. The importance of compassionate care is immeasurable. 
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Has that changed since the publication of her hook back in the 
1960’s? 

Hospice care is a special kind of care designed to provide comfort 
and support to patients and their families in the final stages of a 
terminal illness. Hospice care seeks to enable patients to live their 
remaining days in an alert and pain-free manner, with symptoms 
under control, so that those last days may be spent with dignity, 
at home or in a home-like setting surrounded by people who love 
them. Hospice care neither speeds up, nor slows down, the dying 
process. It does not prolong life and it does not hasten death. It 
merely provides a caring presence and specialized knowledge of 
medical care, psychological care, and emotional and spiritual sup- 
port during the dying process in an environment that includes the 
home, the family and friends. Hospice services are provided by a 
team of trained professionals, doctors, nurses, counselors, chap- 
lains, therapists, social workers, aides and volunteers, who provide 
medical care and support services not only to the patient, but to 
the patient’s family and caregivers. Bereavement care is critical to 
supporting surviving family members and friends. A key compo- 
nent of the hospice team is the hospice volunteer. These individuals 
receive special training and assist medical professionals by visiting 
the terminally ill, providing respite for family members, and by 
simply being a compassionate, loving presence. 

Mr. Dannion Brinkley is the chairman of the Board of Compas- 
sion in Action, an organization that trains hospice volunteers as 
well as provides community and professional education about death 
and dying issues. Mr. Brinkley has served tirelessly for over 20 
years recruiting, and now training, hospice volunteers. As the au- 
thor of two international bestsellers, “Saved by the Light” and “At 
Peace in the Light,” and as a motivational speaker, Mr. Brinkley 
travels the world sharing his personal story and helping others 
overcome their fear of death. He has been credited over the years 
with recruiting over 20,000 volunteers. Through his own personal 
experiences and research, Mr. Brinkley has become an advocate for 
integrating complementary and alternative therapies into our 
health care system. Compassion in Action provides hospice volun- 
teers to veterans’ hospitals across the country. 

Of particular focus today will be the end-of-life care for our vet- 
erans. As we grapple with veterans’ issues like Agent Orange and 
Gulf War Syndrome, we must also remember those who served in 
the World Wars earlier in this century. These heroes are the ones 
that stormed the Normandy Beaches on D-Day and raised the flag 
atop Mount Suribachi on the island of Two Jima, and deserve qual- 
ity care as they face their last days. 

This is something that just amazed me: 134 World War II vet- 
erans will die during the time it takes to hold this hearing today. 
Did you know that? Just in the time we are going to hold this hear- 
ing, 134 of them are going to die. Thousands die every month and 
I think you are going to talk about that, Mr. Brinkley. 

Is the Veterans Health Administration providing adequate care? 
Is there a difference in the quality of care a veteran would receive 
from a local hospice or the veterans end-of-life program? Dr. Thom- 
as Holohan from the Veterans Health Administration is here to tes- 
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tify about these programs and is accompanied by Dr. Judith 
Salerno. 

Mrs. Kathy Buto will present information about Medicare cov- 
erage for hospice programs on behalf of the Health Care Financing 
Administration. 

In March 1998, the National Institute of Nursing Research 
issued a report on managing symptoms at the end-of-life. Dr. Patri- 
cia Grady, Director of the Nursing Institute, will testify about the 
research funded by the National Institutes of Health on palliative 
medicine and end-of-life care including complementary therapies. 
She will also discuss treatment and stress management options 
made available to Clinical Center patients and their families. 

There are many complementary therapies that can be extremely 
helpful for end-of-life care. They include music therapy, acupunc- 
ture, aromatherapy, massage, and guided imagery, and today we 
will learn more about these important complements to end-of-life 
care. 

This week in Congress, we are scheduled to vote on H.R. 2260, 
the Pain Relief Promotion Act of 1999. I am proud to be an original 
cosponsor of that bill. This bill recognizes the importance of good 
pain management and the necessary and legitimate use of con- 
trolled substances in pain management and other care. The pas- 
sage of this bill will require the Department of Health and Human 
Services to develop and advance the scientific understanding of pal- 
liative care, the development of practice guidelines, and better edu- 
cation on these issues. Through increased research and education, 
we can find better and more compassionate ways of relieving pain 
for those in terminal conditions, including complementary thera- 
pies. 

It is my hope that this hearing will broaden our understanding 
of these very important issues and I now recognize my colleague, 
Mr. Waxman, for his opening statement. 

[The prepared statement of Hon. Dan Burton follows:] 
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Today we are going to broach a topic that is not easy for some of us to 
talk about - Dying. Everyone in this room that has iost someone they ioved. 
While the topic of end-of-life care may be emotionally charged and difficult to 
face, it is a topic that we must have the courage to face. We can and must 
improve end-of-life care! And we can do this in several ways. The most 
recognized issue in end-of-life care is pain management in today's world, with 
such a wide range of drugs for pain management, why is it that pain is not 
property treated? 

Dr. Ira Byock, a leader in the field of end-of-life care and the author of the 
book, Dying Well, will share with us his observations about pain management 
and ways to improve end-of-life care, including the role of complementary 
medicine. 

Dr. Ming Tian, a physician and licensed acupuncturist, will share with us 
his experiences as the doctor the National Institutes of Health has called on for 
almost ten years to treat intractable pain for patients at the Clinical Center. He 
will also share insights about the role of Traditional Chinese Medicine. 

Family members are often faced with daunting challenges - providing 
care at home, making treatment decisions, working through the myriad issues of 
insurance and Medicare, all at a time that they deal with the emotions 
surrounding the imminent loss of a loved one. Mrs. Carotene Marks recovered 
from cancer by using alternative medicine. After her experience, she used what 
she learned to begin helping other women dealing with cancer. She served four 
years on the National Institutes of Health's Alternative Medicine Program 
Advisory Council. She continues to work wifo academic institutions in the San 
Francisco area to hold alternative medicine conferences to make information 
available to women facing breast cancer. She is also the wife of the late Milton 
Marks, who served for many years in foe California State Senate. Today she will 
share her personal insights about including complementary therapies in her 
husband's care. 

Typically when one thinks of end-of-life care, one thinks of foe Hospice 
program. Elizabeth KQbler-Ross made ‘hospice’ a household word wifo foe 
publication of her book. On Death and Dying. In her book, she lambasted foe 
medteal communtty for its lack of compassion and inability to care for foe dyfog 
patient appropriate. The importance of compassionate care is immeasurable. 
Has that cfoanged since foe publication of her book in foe 1960's? 

Hospice care is a special kind of care designed to provide comfort 
and support to patients and their femilies in foe final stages of a temrinal 
Wness. Hospice care seeks to enable patients to live their remaining days 
in an aM and pain-free manner, with symptoms under cchAoI, so that 
those last days may be spent with dignity, at home or in a hotr^Hce 
setting, surrounded by people who love them. 
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Hospice care neither speeds up nor slows down the dying process. 

It does not prolong life and it does not hasten death. It merely provides a 
caring presence and specialized knowledge of medical care, psychological 
care, and emotional and spiritual support during the dying process in an 
environment that includes the home, the family and friends. 

Hospice services are provided by a team of trained professionals - 
doctors, nurses, counselors, chaplains, therapists, social workers, aides, 
and volunteers - who provide medical care and support services not only 
to the patient, but to the patient's family and caregivers. Bereavement care 
is critical to supporting surviving family members and friends. 

A key component of the hospice team is the hospice volunteer. These 
individuals receive special training and assist medical professionals by visiting 
the terminally ill, providing respite for femily members, and by simply being a 
compassionate loving presence. 

Mr. Dannion Brinkley is the Chairman of the Board of Compassion in 
Action, an organization that trains hospice volunteers as well as provides 
community and professionaf education about death and dying issues. Mr. 

Brinkley has served tirelessly for over twenty years recaiiting and now training 
hospice volunteers. As the author of two international best sellers {Saved by the 
Light and At Peace in the Ughf), and as a motivational speaker, Mr. Brinkley 
travels the world sharing his personal story, and helping others overcame their 
fear of death. He has been credited over the years with recruiting over twenty 
thousand volunteers. Through his own personal experiences and research, Mr. 
Brinkley has become an advocate for integrating complementary and alternative 
therapies into our health care system. Compassion in Action provides hospice 
volunteers to Veterans' hospitals across the country. 

Of particular focus today will be end-of-life care for our veterans. As we 
grapple with veterans issues like Agent Orange and Gulf War Syndrome, we also 
must remerrfoer those who served in the World Wars earlier in this century. 
These heroes are foe ones that stormed the Normandy Beaches on D-Day and 
raised foe flag atop Mount Suribachi on foe island of Ivra Jima and deserve 
quality care as th^ foce their last days. One hundred thirty four World War II 
veterans will die during foe time tt takes to hold this hearing today. 

Is the V^erans Hesrifo Admkiistration providing adequate care? Is foere a 
difference in foe quality of care a veteran would receive from a local ho^ce or 
the Veterans end-of-life program? 

Dr. Thomas Hoiohan from the Veterans Health Administration is here to 
testify about fo^e programs and is accompanied by Dr. Judy S^mo. 
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Mrs. Kathy Buto will present information atxjut Medicare coverage for 
hospice programs on behalf of the Health Care Financing Administration. 

In March of 1998, the National Institute of Nursing Research issued a 
report on managing symptoms at the end-of-life. 

Dr. Patricia Grady. Director of the Nursing Institute, will testify about the 
research funded by the National Institutes of Health on palliative medicine and 
end-of-life care induding complementary therapies. She vdll also discuss 
treatment and stress management options made available to Clinical Center 
patients and their families. 

There are many ramplementary therapies that can be extremely helpful 
for end-of-life care. They indude music therapy, acupunchjre, aromatherapy, 
massage, and guided imagery. Today, we will learn more about these important 
complements to end-of-life care. 

This week in Congress, we are scheduled to vote on HR 2260, the Pain 
Relief Promotion Act of 1 999. I am an original cosponsor of that bill. This bill 
recognizes the importance of good pain management and the necessary and 
legitimate use of controlled substances in pain management and palliative care. 
The passage of this bill will require the Department of Health and Human 
Services to develop and advance the scientific understanding of palliative care, 
the development of practice guidelines and better education on these issues. 
Through increased research and education, we can find better and more 
compassionate ways of relieving pain for those in terminal conditions - including 
complementary therapies. 

It is my hope that this hearing will broaden our understanding of these 
very important issues. 
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Mr. Waxman. Thank you very much, Mr. Chairman. I am 
pleased you are holding this hearing. Individuals who are at the 
end of their lives deserve the same level of attention and care as 
do individuals who have longer life expectancies. Our country is a 
world leader in medical research and technology, and with every 
day, we achieve advances in treatments for terminal diseases. Nev- 
ertheless, many people in this country are not able to obtain the 
quality of life and care, that they and their families should expect, 
in the last stages of their lives. 

Many people have been working to increase our understanding of 
steps that policymakers, health professionals, volunteers, family 
members, and others can take to help improve the quality of life 
for individuals at the end of their lives. Today’s hearing provides 
an opportunity to continue this effort. Some of today’s witnesses 
are caregivers who will share their personal experiences and in- 
sights regarding the end-of-life care. We will also hear from govern- 
ment representatives about ongoing efforts at the Veterans Health 
Administration, the National Institutes of Health, and Health Care 
Financing Administration to research and support end-of-life care. 

This discussion will provide valuable insights regarding the sta- 
tus of end-of-life care in this country and efforts and initiatives we 
should continue to explore. I join my colleagues in welcoming these 
witnesses and I look forward to their testimony. 

I would also like to comment on the bill, Mr. Chairman, that you 
referenced that is going to be on the House floor this week. That 
bill came out of the Commerce Committee where I sit as a member 
on the Health and Environment Subcommittee. One of the great 
concerns I have with that bill, is that it would leave to the Drug 
Enforcement Agency the determination of whether the use of any 
particular drugs might hasten the end-of-life even though they are 
intended for use for palliative care. And I worry, as do many health 
professionals, that they will be intimidated and refuse to use drugs 
that will ease the pain that terminally ill patients are suffering 
from, for fear that they may be prosecuted for violating the law. 

We have to be very careful about that. I think most Members, 
at this point, do not realize that there is that provision in there 
that is so troublesome to most of the health professionals who have 
looked at this legislation. We need to make clear, as that legisla- 
tion tried to do, that Congress need not endorse assisted suicide in 
order to make sure that we provide all that is necessary to afford 
people palliative care. 

In fact, it is quite inconsistent to talk about wanting to prevent 
suicides and then not give people the ability to control their pain 
because that is the major reason why people despair and con- 
template, if not, in fact, take actions to end their lives. I also want 
to note that two of the witnesses today, Mr. Dannion Brinkley and 
Mrs. Carolene Marks, are from my home State of California and I 
want to welcome them to the hearing today. I want to thank them 
for making the trip to Washington. 

As so often happens, we have our schedules in conflict, so I am 
not going to be able to be here for the whole hearing. I will be in 
and out. But the testimony that we will receive will be in the 
record and we will be able to share it with all of our colleagues. 
We have, of course, the written statements in advance, but the re- 
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sponses to questions I think will be very, very helpful for our col- 
leagues to understand this issue. 

I do not know that any committee has ever held a hearing on 
this subject so I am pleased, Mr. Chairman, that you have taken 
this issue on so that we could give a public airing to what I think 
are very, very important matters. Might I ask, our colleague. Con- 
gressman Pete Stark, asked me to see if he could insert a state- 
ment into the record? 

Mr. Burton. Yes, without objection, so ordered. 

[The prepared statement of Hon. Pete Stark follows:] 



FOfrrNEY PETE STARK 

THWTES^ aSTOCT, CAl,*=OfWtA 
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COMMrrrEES: 
WAYS Af«3 MEANS 

CONGRESS OF THE UNITED STATES JOINT ECONOMIC 

HOUSE OF REPRESENTATIVES 

WASHINGTON. D.C. 20515 


Statement of Congressman Pete Stark 
End of Life Care Hearing 
House Government Reform Committee 
Tuesday, October 19, 1999 

Mr. Chairman and Members of the Committee; 

I commend the Committee for hoiding this hearing on this important and 
often neglected subject. Issues surrounding end of life care touch the lives 
of every American. The experience of both the patient and family at the end 
of life can be marked by dignity and meaning. We need to improve our 
understanding of the needs of the terminally ill as well as their loved ones. 
We also must assure that high quality services including supportive care, 
pain management and counseling are readily available to those who are in 
need, 

A recent study published in the New England .loumal of Medicine 
(September 23,1999) evaluated the types of assistance that tenninally ill 
patients receive. The study revealed that patients with terminal illnesses 
other than cancer are more likely to receive end-of -life care from family 
members than from a hospice program and that the bulk of care of all 
terminally ill patients is provided by women. This data underscores the need 
for further study of the needs of the terminally ill, with focus on the 
differences that exist amongst diagnostic groupings as well as the impact of 
end of life care on family members, and particularly, women. 

Congressman Ed Markey and I have introduced the Omnibus Long-Term 
Health Care Act, H.R. 2691, to respond to the needs of those with both 
chronic and terminal illness. Three provisions specifically encourage the 


^ P>int»d on Rocyded Paper. 
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provision of hospice care. The National Hospice Organization estimates that 
only 2 out of 7 dying Americans who could benefit from hospice actually 
receive it. Improved access to hospice care can be accomplished with 
improved education for patients, family members and health care providers. 
The first provision assures that terminally ill patients receive counseling and 
information about hospice benefits at the time of hospital discharge when the 
diagnosis (DRG) indicates serious, chronic and eventually terminal illness. 
End of life counseling should be a routine component of discharge planning 
following hospitalization. 

A second provision of the Omnibus Long-Temi Care Improvement Act 
would encourage physician education in hospice care. Information about the 
services of the hospice program are not generally included in medical 
education curricula. Many physicians are not aware of the range of services 
provided by hospice including pain management, the provision of needed 
drugs and medical supplies, advising the family on how to care for the 
patient as well as counseling and bereavement care. Our bill requires that 
hospice care be an integral part of physician training to encourage physicians 
to consult with hospice when caring for terminally ill patients. 

In addition, this bill establishes hospice care as a covered service within the 
Federal Employees Health Benefits Program. All of these provisions would 
improve access to the hospice care program which is an important and 
established resource of both knowledge and services at the end of life. In 
acknowledgement of the importance of high quality care for the terminally 
ill. I am also urging Chairman Bill Thomas to add provisions to the 
Medicare Balanced Budget Refinement Act to reduce the BBA cutbacks to 
hospice. 

Again I congratulate the committee on holding a hearing to discuss end of 
life issues. Open discussions about the needs of the terminally ill will assist 
us in transforming our concept of this natural period of life and improve our 
ability to enhance the quality of end-of-life. 
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Mr. Burton. Mrs. Mink, did you have an opening statement or 
any comments? 

Mrs. Mink. If I might make just a brief rejoinder to my ranking 
member. 

Mr. Burton. Sure. 

Mrs. Mink. I would like to concur with his sentiments, particu- 
larly in reference to the bill referred to as the pain management 
bill that is coming up on the floor. I agree totally with his remarks. 
I have very, very grave concerns that we are emphasizing again the 
law enforcement end of this problem rather than really paying at- 
tention to the needs of the patients in terms of pain amelioration. 
We are now going to put once again the Drug Enforcement people 
in charge of the end-of-life and I have very, very grave reservations 
about voting for such a bill. Thank you, Mr. Chairman. 

Mr. Burton. Thank you, Mrs. Mink. I would just like to share 
with the folks who are listening a conversation I just had with Mr. 
Waxman. After having experienced this just last year with my 
mother and father, I hope that there is not some ambiguity in the 
bill that can’t be corrected because without that pain management, 
unless you have gone through it and seen somebody dying, you do 
not realize how important that is. Let’s work together to see if we 
can’t do something about that, and I will be happy to work with 
you in that regard. 

Mr. Waxman. I welcome that. Thank you very much. 

Mr. Burton. Would our first panel come forward. Dr. Byock, Dr. 
Tian, Mrs. Marks, and Mr. Brinkley? As is customary, we swear in 
our witnesses. 

[Witnesses sworn.] 

Mr. Burton. We will start with you. Dr. Byock. 

STATEMENTS OF IRA BYOCK, M.D., DIRECTOR, THE PALLIA- 
TIVE CARE CENTER, MISSOULA, MT; DANNION H. BRINKLEY, 

CHAIRMAN OF THE BOARD, COMPASSION IN ACTION; 

CAROLENE MARKS, SAN FRANCISCO, CA; AND XIAO MING 

TIAN, M.D., L.AC, WILDWOOD ACUPUNCTURE CENTER, BE- 

THESDA, MD 

Dr. Byock. Thank you, Mr. Chairman. Mr. Chairman, Congress- 
man Waxman, thank you for inviting me to give testimony about 
improving end-of-life care. I am testifying today as an individual, 
not on behalf of any institution or organization. I have worked as 
a physician in the field of hospice and palliative care since 1978 
and have over those years served on numerous committees includ- 
ing the ethics committees and task forces of national hospice and 
palliative care organizations and I am a past president of the 
American Academy of Hospice and Palliative Medicine. 

I am currently a research professor of philosophy at the Univer- 
sity of Montana and a member of the Practical Ethics Center there 
and principal investigator for the Missoula Demonstration Project, 
a long-term community-based effort to improve the quality of end- 
of-life care, as an example of what might be possible in commu- 
nities nationally. 

There is no greater urgency facing American society than reliev- 
ing the crisis that surrounds dying and care for the dying in our 
country. The Institute of Medicine’s landmark report. Approaching 
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Death, details the severity and pervasive nature of this crisis. 
Dying patients and their families have known this for a long time. 
Even within otherwise excellent medical institutions, pain and 
physical suffering among dying Americans remains inadequately 
controlled, and if we are honest, inadequately addressed. 

In addition, most Americans still die in institutions, approxi- 
mately 60 percent in hospitals, and some 20 to 25 percent in nurs- 
ing homes, though all Americans state on surveys that they would 
like to die at home. Patients’ preferences for care still often go 
unhonored even when those choices are clearly conveyed. As if all 
that were not bad enough, our current health care system routinely 
pauperizes people and their families for being chronically ill and 
not dying quickly enough. 

Cultural denial marks the confused and conflicted way our soci- 
ety approaches life’s end. We are terrified of being ill, being phys- 
ically dependent on others, and being in pain. We worry about 
being a burden to those we love. There is a deep resulting fear and 
deep frustration and anger that has arisen that fueled the assisted 
suicide movement. Unable to face the stark reality of the end-of- 
life crisis, many people in our country have embraced legal assisted 
suicide as a quick fix that would allow us to avoid the dark and 
twisted roots of this crisis. 

There is actually a precedent from the history of pediatrics that 
is pertinent here. In the late 1940’s, our Nation awakened to a si- 
lent epidemic of pediatric failure to thrive. Rene Spitz and his col- 
leagues studied foundling homes in which orphans were cared for 
and found that mortality was alarmingly high, up to 80 percent in 
some institutions, and profound development retardation universal. 
Babies were being fed, cleansed, swaddled and they lay untouched 
until it was the next time to be fed or have their diapers changed. 

The key deficiency was the lack of human interaction. Spitz de- 
scribed the blank, listless stares of infants. The expressionless 
faces of too many elderly residents in America’s long-term care fa- 
cilities call these studies to mind. They too, are often untouched 
unless they are wet or it is time to be fed. We have an epidemic 
today of geriatric failure to thrive in America. The public is only 
now beginning to grasp the nature of the problem or its breadth. 
Nevertheless, the problem grows daily. 

Just as another example, today’s aides in America’s home health 
and long-term care industries are woefully underpaid and over- 
worked. The graying of America will accelerate dramatically during 
the years 2010 to 2030 as the baby boomers turn 65. By the year 
2030, 75 million Americans will be over the age of 65, almost 20 
percent of the population. In addition, there are currently 40 mil- 
lion Americans living with chronic illness and some disability. 
Some estimates have that figure tripling by the middle of the next 
century. 

Meanwhile, private caregiving resources within our own indi- 
vidual networks of relatives and close friends is rapidly falling. So- 
cial trends including geographic mobility, smaller families, and two 
working adult families, have all contributed to this decline. Already 
families struggle to provide the sort of day-to-day, hour-to-hour, 
minute-to-minute care that we all want for our loved ones. 
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I shudder to think of how hard it will he when it is my genera- 
tion’s turn to he cared for and our children’s turn to provide care. 
Today, family caregiving represents the unrecognized backbone of 
health care in America. It is an enormous resource that must be 
supported and expanded as we grapple with this crisis. Currently, 
it is estimated that almost 26 million Americans spend an average 
of 18 hours per week caring for frail relatives. The economic impact 
is estimated to be $196 billion per year, more than formal home 
health care and nursing home care combined. 

Seventy-three percent of these caregivers are women. Most of 
them give care for an average of 4V2 years, but some as many as 
10 or more years. Many report significant physical and emotional 
stress from caregiving. These well-documented facts compel us to 
look beyond formal medical care to the care given by family mem- 
bers and provided by the ill person’s community. 

Hospice is a bright spot in this otherwise gloomy landscape, a 
hopeful beacon that exemplifies what we can achieve. Excellent 
hospice programs have provided us with a best practice standard, 
a benchmark against which to gauge the outcomes of our clinical 
and policy efforts. But hospice is wrestling with problems itself 
Only 20 percent of dying Americans receive hospice care and for a 
rapidly diminishing period of time. 

The Medicare eligibility criteria has severely limited access to 
persons whose diseases such as congestive heart failure or emphy- 
sema or Alzheimer’s and other senile dementias are characterized 
by a prolonged or stuttering disease trajectory. 

More recently, the Office of the Inspector General’s Operation 
Restore Trust has sent a chill through the American hospice pro- 
grams. Hospice administrators and medical directors are worried, 
and with good reason, that if they admit patients whose slowly pro- 
gressive, though ultimately terminal, illness, caused them to live 
beyond a few months, the program may be investigated for fraud 
for having admitted the patient at all. 

Many programs now feel compelled to discharge patients who 
have become relatively stable under the comprehensive care that 
hospice provides and yet away from hospice care these same pa- 
tients decline more rapidly and often die shortly thereafter. This is 
ethically and socially troubling and unnecessary. 

It is worth recalling that in 1989 OBRA legislation. Congress 
added an unlimited fourth benefit period to the Medicare hospice 
benefit and the 6-month prognostic criteria was softened with stat- 
utory language that added “if the disease runs its normal course.” 
Both actions were taken in recognition of the medical uncertainty 
regarding prognostication and in an attempt to address the reluc- 
tance of physicians to refer to hospice or the tendency to refer far 
too late. Instances of fraud and abuse should be vigorously pursued 
and prosecuted, but oversight programs must be conducted with an 
awareness of the social context and potential unintended con- 
sequences of these actions. 

Government programs to uncover abuse and responsibly admin- 
ister public funds must also preserve fair and equitable access to 
critically needed services by dying people. The most maddening as- 
pect of this crisis in end-of-life care is that it need not exist. Dying 
is inherently hard but it need not be horrible. What we currently 
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lack is a firm commitment on the part of the health care system 
to bring the power of medicine to bear in service of comfort and 
quality of life. 

Palliative care can be provided earlier in the course of a person’s 
illness. By managing symptoms and helping people address dif- 
ficult but normal psychosocial and spiritual concerns and assisting 
with the coordination of medical and supportive services, palliative 
care can dramatically improve the quality of life for persons and 
families. 

Beyond assurance of relative comfort, people need not die alone. 
Many times the calm and caring presence of another person can 
soothe a dying person’s anxiety and distress. But comfort and com- 
panionship are still not all there is. Over the years patients and 
families have taught me a surprising truth: that this stage of life 
holds remarkable possibilities. When people are relatively com- 
fortable and know that they will not be abandoned and will not be 
allowed to become too heavy a burden on their families, they fre- 
quently use the time to strengthen bonds and complete relation- 
ships with the people that they love and create moments of pro- 
found meaning. 

With basic good care, complementary therapies have a wonderful 
contribution to make. The one that I most often use is simply elic- 
iting and listening to people’s stories. In the process of life review, 
people often achieve a better sense of meaning about their own life, 
their struggles and regrets, their triumphs and joys, and also at- 
tain a deeper sense of the meaning of life in general. 

A number of complementary therapies represent resources for 
inner growth. A person’s culture, values, beliefs, and temperament 
will all influence which if any of these practices will be helpful. 

This one national crisis has a solution that need not cost more 
money. When the basics of good medical and supportive care are 
provided, families are able to take care of their loved ones at home. 
That is what both families and patients want. Because dying peo- 
ple are by definition the sickest patients in our health care system, 
their care will never be inexpensive. Indeed, as comprehensive as 
it is, we can serve dying patients and their families and our coun- 
try through the expanded use of hospice care which is significantly 
less expensive than care in its absence. 

This high tech curative care that we provide is quite expensive. 
As people are confident that they can receive hospice care if we 
were to remove the terrible choice that is currently imposed by the 
eligibility criteria, people are more able to accept that they are 
dying, and stay at home. The either/or approach to the current 
Medicare reimbursement for hospice is built on an untested as- 
sumption: that providing life prolonging and palliative care to- 
gether would be too costly. 

The experience in Canada and Britain would strongly challenge 
this assumption. The field of palliative care has advanced dramati- 
cally in recent years, and as you will hear, is continuing to advance 
rapidly. Reimbursement structures and government policies have 
not kept pace. Government has a role in this crisis, has a role in 
resolving this crisis. 
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First, the formal audit of prevailing statutory limitations and 
regulatory policies regarding access to needed services and quality 
of care for people who are dying is urgently needed. 

Second, creative models of delivering care have been developed 
and are ready for further testing. Demonstration projects such as 
those provided in Senators Rockefeller and Collins’ Advance Plan- 
ning and Compassionate Care Act of 1999 would be a major start. 

Third, government can help by ensuring that medical education 
includes sufficient content in symptom management and the core 
skills of communication and ethical decisionmaking. These are not 
elective subjects. 

Fourth, the compensation of aides in our Nation’s home health 
and long-term care programs must provide them with a living wage 
and their own health benefits. Staffing must be improved so that 
aides have the time to care for residents. 

Fifth, America’s families are already giving their fair share in 
caring for their loved ones. Many are doing so at the cost of their 
own health. They deserve our support. Government can provide tax 
breaks for caregivers as they care for their loved ones, and as one 
of the Nation’s major employers, can model flexible workplace and 
health benefit policies, setting an example for the industry. 

As someone who has actively opposed the legalization of physi- 
cian assisted suicide for years, I can tell you that opposition to le- 
galization of physician assisted suicides sounds shallow and insin- 
cere unless it is wedded to a constructive program of caring that 
includes increasing the number of health care professionals who 
are able to provide skilled care. 

While government does have a role to play, ultimately this is one 
national crisis that cannot be fixed by government alone. The com- 
munities of our Nation’s neighborhoods, workplaces, schools, and 
our faith communities, all have critical roles to play. Each of us, 
as friends, coworkers, and neighbors, can reach out to those we 
know who are dying and to their families we know are struggling 
to provide care. 

We can reach out to strangers as well. Compassion in Action’s 
Twilight Brigade of Volunteers, which we will hear about, is an ex- 
cellent example of what can be achieved. Stephen’s Ministry, Par- 
ish nursing programs, the Care Team Networks offer American 
faith communities and workplace communities and neighborhoods 
examples of strategies that work. 

In conclusion, we are in the midst of a real crisis in end-of-life 
care. But we have an opportunity to transform the way American 
society approaches the inevitable end of life. Before we allow our 
society to recognize a so-called right to preemptive death, we must 
honor a basic human right — to die in relative comfort, in the pres- 
ence of caring people, and in a clean, dry bed. The real solution to 
the crisis of care for the dying ultimately will emerge one person 
at a time, by treating people in medically competent, genuinely car- 
ing, and even loving ways, allowing them to feel wanted, worthy, 
and dignified even in their terminal frailty and their physical de- 
pendence. Thank you, Mr. Chairman, for the opportunity to give 
testimony today on this most important topic. 

[The prepared statement of Dr. Byock follows:] 
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Mr. Chairman, members of the Committee, thank you for inviting me to give 
testimony about Improving Care at the End of Life with Complementary 
Medicine. 

I am testifying today as an individual, not on behalf of any institution or 
organization. I’ve worked as a physician in hospice and palliative care since 
1978. Over the years, I have written about the clinical and ethical aspects of 
end-of-life care including several articles opposing legalization of physician- 
assisted suicide. Some of these articles were cited in Amicus Briefs before the 
Supreme Court and one was cited by Justice Breyer in his concurring opinion.’ 

I have served on numerous committees (including the ethics committees) and 
task forces of national hospice and palliative care organizations, and as a past 
president of the Academy of Hospice and Palliative Medicine. I am Chief 
Medical Consultant for Partnership for Caring, a recently formed consumer 
organization that advocates for expanded access to and quality of end-of-life 
care. 

Currently, I am a Research Professor in the Department of Philosophy at the 
University of Montana and faculty member of the Practical Ethics Center. My 
central research interest is in measuring quality of life and quality of care in 
advanced illness. I am principal investigator for the Missoula Demonstration 
Project, a long term community-based effort to improve the quality of end-of-life 
care to demonstrate what may be possible in communities across the nation. I 
direct a national grant and technical assistance program for The Robert Wood 
Johnson Foundation entitled, Promoting Excellence in End of Life Care. I 
maintain a consulting and counseling practice in palliative care in Missoula, 
Montana. 

Crises at the end of life: How people die in America 

There is no greater urgency facing American society than relieving the crisis that 
surrounds dying and care for the dying in our country. The Institute of Medicine’s 
report, Approaching Death, details the severity and pervasive nature of this crisis 
and concludes that there are serious deficiencies in medical education, health 
systems financing, attitudes and culture, and extensive errors of omission and 
commission in clinical practice.^ 

Dying patients and their families have known this for a long time. Even within 
otherwise excellent medical institutions, pain and physical suffering among dying 
Americans remains inadequately treated ~ or even recognized. Up to 40% of 
dying patients receive grossly inadequate analgesia. Being of minority 
ethnicity, older than 80 or having dementia seriously increase the risk of having 
one’s pain untreated. In addition, most Americans still die in institutions, 
approximately 60% in hospitals and 20% to 25% in nursing homes. 
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Patient’s preferences for care often are not honored, even when those choices 
are clearly conveyed/ As if that is not bad enough, our health care system 
routinely pauperizes people and their families for being chronically ill and not 
dying quickly enough. In the large SUPPORT study, one third of families of 
dying patients reported losing most or all of the family’s major source of income; 
a third reported losing the family’s life savings; and 20% said that a family 
member had to either move or delay their own medical care, education, or career 
to meet the basic needs of their dying loved one.® 

Cultural denial marks the confused and conflicted way our society approaches 
life’s end. Research and public opinion surveys demonstrate that it’s not death 
so much as dying that we fear. We are terrified of becoming ill; being physically 
dependent and in pain, and we worry most about becoming a burden to others.® 
However, although we all say we want control over the way we live and the way 
our lives end, only a small percentage of us fill out a living will or durable power 
of attorney for health care.’® Many people with far advanced illness refuse to talk 
about cardiopulmonary resuscitation or mechanical ventilation with their 
doctors.” Most people say they would prefer that their families make decisions 
for them if they become unable to speak for themselves,'^ but only a few of these 
people tell their families what kind of care they would want. 

The resulting fear, deep fmstration and anger fuel the assisted suicide 
movement. Unable to face the stark reality of this end-of-life crisis, many people 
have embraced legalizing physician-assisted suicide as a “quick fix” that would 
allow us to avoid the dark and twisted roots of the crisis. 

Crises at the end of life: Care for the aoed 

In the late 1940's our nation awakened to a silent epidemic of pediatric failure to 
thrive. Rene Spitz and his colleagues studied foundling homes in which orphans 
were cared for and found the mortality was alarmingly high. Spitz determined 
that the key deficiency in the foundling homes was lack of human interaction. 
Babies would be fed, cleansed, swaddled and then lay untouched until it was the 
next time to be fed or have their diapers changed. He described the blank, 
listless stares of the infants. 

The expressionless faces of too many elderly residents in America’s long term 
care facilities call these studies to mind. They, too, are often untouched unless 
they are wet or it is time to be fed. We have an epidemic of geriatric failure to 
thrive in America today. The public is only now beginning to grasp the nature of 
the problem and has yet to grasp it’s breadth. Nevertheless, the problem grows. 

Today, aides in America’s home health and long term care industries are over 
worked and woefully underpaid. These remain entry level jobs, often at 
minimum wage and without health benefits. It is no wonder that the annualized 
turnover rate among these people is over 100%. This level of churning in the 
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workforce inhibits meaningful training. And staffing is so short that aides rarely 
have time to spend simply listening to and visiting with elderly or III residents. 

The graying of America will accelerate dramatically between 2010 and 2030, as 
the baby boomers turn 65 years old. By the year 2030, 75 million Americans will 
be over 65, more than 20% of the population. In addition, there are 40 million 
Americans living now with chronic illness. Some estimates have that figure 
tripling by the middle of the 21 st century. 

While the graying of America accelerates, private caregiving resources within our 
individual networks of relatives and close friends are rapidly falling. Social 
trends, including geographic mobility, smaller families and families in which both 
adults are working have all contributed to this decline. Specifically, in 1970 there 
were 21 healthy adults representing potential caregivers for every person 85 
years or older. In 2030 there will be just six such potential caregivers for the 
aged and Just four by the middle of the next century. 

Already families struggle to provide the sort of day to day, hour to hour, minute to 
minute care that we all want to give to our loved ones. I shudder to think of how 
hard it will be when it's my generation’s turn to be cared for and our children's 
turn to provide care. 

Crises at the end of life: The burden of family careaivino 

Informal caregiving provided by relatives and close friends represents the 
unrecognized backbone of care in America. It is an enormous resource that can 
be supported and expanded as we grapple with the crisis of how badly 
Americans now die. A survey conducted in 1996 by the National Alliance for 
Caregiving and AARP found that nearly one quarter of households contained at 
least one caregiver.’® it is estimated that 25.8 million Americans spend an 
average of 1 8 hours per week caring for frail relatives. The economic impact of 
such care is extraordinary. It amounts to $196 billion dollars per year, more than 
formal home health care ($32 billion) and nursing home care ($83 billion) 
combined.’’’ 

Among the most poignant characteristics of the caregivers revealed by the 
NAC/AARP study, are the fact that 73% of caregivers are women. These 
women devote an average of 4.5 years to caregiving, but often as many as ten 
or more. And 15% of all caregivers and 31% of those providing the highest 
levels of care report significant physical and emotional stress.’® 

Among the difficulties faced by caregivers are the profound needs of those for 
whom they care. Recently, researchers at the National Institutes of Health 
published an important study in the New England Journal of Medicine of 
caregiving needs among nearly 1 ,000 terminally ill patients living at home.’® 
Eighty-seven percent of the people needed help with things like transportation 
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(62%). homemaking services (55%). nursing care (29%) and personal care 
(26%). 

These well documented facts must force American health policy makers and 
planners to expand the focus beyond the patient who is ill. including relatives 
and close friends who comprise a person's ‘family” in our planning. These facts 
also compelling us to look beyond the medical care to the care given by family 
and to the support provided by the persons community. 

In summary, the existing data have cast a light on a very disturbing picture of 
end-of-life care in America. But the same light also illuminates potential avenues 
for constructive change. 

Hospice Could Be One Answer 

Hospice is a bright spot in this othen/vise gloomy landscape, a hopeful beacon 
that exemplifies what we can achieve. Excellent hospice programs have 
provided us with a best practice standard, a benchmark against which to gauge 
the outcomes of our clinical and policy efforts. 

But hospice is wrestling with problems as well. Hospices now care for barely 
20% of dying Americans and do so for rapidly diminishing periods of time. 
Numbers of admissions to hospice have actually increased to a current high of 
approximately 540.000 a year, but lengths of stay have plummeted to an all time 
low.’® In most programs, many patients receive care for barely two weeks. 
Intended to provide end of life care, hospices are now scrambling to provide 
brink of death care. 

The Medicare eligibility criteria of a six-month life expectancy has strongly and 
adversely influenced the delivery of hospice care in America, severely limiting 
access to persons whose diseases, such as congestive heart failure, 
emphysema or senile dementias, are characterized by a prolonged or stuttering 
disease trajectory, implementation by Medicare fiscal intermediaries of strict 
prognostic guidelines and rigid eligibility criteria for hospice admission threaten to 
further limit access to palliative care by patients with non-cancer diagnoses.’^ ’®'’® 
In addition, these trends toward later reWrals and shorter and shorter lengths of 
hospice care have substantially worsened under the influence of the Office of the 
Inspector General’s Operation Restore Trust. 

Operation Restore Trust has sent a chill through American hospice programs. 
Hospice administrators and medical directors are worried - with good reason ~ 
that if they admit patients with slowly progressive, but ultimately terminal, 
illnesses who live beyond a few months, the program will be investigated for 
fraud for having admitted the patient. Death typically occurs suddenly and 
somewhat unpredictably for patients dying of chronic heart, lung or neurologic 
diseases, in the midst of slow, up and down decline. Thus, there is reluctance 
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to admit them until they are obviously dying - too late for them to realize most of 
the benefits of hospice care. Also, many hospice programs feel compelled to 
discharge patients who have become relatively stable with the comprehensive 
care hospice provides. Away from hospice care, these patients, decline more 
rapidly and die shortly thereafter. This is ethically and socially troubling. And 
unnecessary. 

In addition to preventing patients from receiving good hospice care, the Medicare 
intermediaries’ Focal Medical Review procedures and Operation Restore Trust 
investigations entail huge administrative costs for hospice programs, often 
involve frozen payments and carry the risk of large recoupment. These events 
can threaten the very survival of a small or moderate sized community hospice 
program. 

With this level of intense scrutiny one would expect that the problem being 
addressed in this tiny sector of our nation's health care industry would be 
proportionately large. Yet, the Office of Inspector General’s own report 
concludes that instances of abuse in Medicare’s two billion dollar hospice 
program are uncommon.® 

Is it necessary to be focusing such intense scrutiny on hospice programs? It is 
worth recalling that in the 1989 OBRA legislation. Congress added the unlimited 
fourth benefit period to the Medicare Hospice Benefit and the 6 month prognosis 
criteria was softened with statutory language adding, “if the disease runs it's 
normal course." Both actions were taken in recognition of the medical 
uncertainty regarding prognostication and in an attempt to address the 
reluctance of physicians to refer to hospice, or the tendency to refer too late. 

Instances of fraud and abuse should be vigorously pursued and prosecuted. But 
oversight programs must be conducted with an awareness of the social context 
and potential unintended consequences of the actions. Government programs 
to uncover abuse and responsibly administer public funds must also preserve fair 
and equitable access to critically needed services by suffering people. 


It doesn't have to be this wav 

The most maddening aspect of the crisis in end-of-life care is that it need not 
exist. Dying is inherently hard, but it need not be horrible. We possess the 
medical expertise and more than enough resources to ensure that no one will die 
in physical agony. Pain and other distressing symptoms among dying persons 
can always be alleviated. Doctors and nurses may not be able to eliminate a 
person's pain, but we are always are able to make it a little less severe, a bit 
more tolerable. 
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What we currently lack is a firm commitment on the part of the health care 
system to bring the power of medicine to bear in service of comfort and quality of 
life. Palliative care can be provided eartier in the course of a person’s illness. By 
managing symptoms, helping people address the difRcult, but normal, 
psychosocial and spiritual concerns they may have and assisting with 
coordination of medical care and support services, including transportation and 
housekeeping, palliative care can dramatically improve the quality of life for the 
patient and his or her family. 

Beyond assurance of relative comfort, people need not die alone. Many times 
the caring presence of another person can soothe a dying person’s anxiety and 
distress. But comfort and companionship are not ail there is. 

Over the years, patients and their families have taught me a surprising truth; this 
stage of life holds remarkable possibilities.^-^ When people are relatively 
comfortable, know that they will not be abandoned or allowed to become too 
heavy a burden on their families, they frequently use the time to strengthen 
bonds and complete relationships with people they love and create moments of 
profound meaning. 

People who are dying of a progressive illness have a chance to consider the 
question of what would be left undone if they died suddenly. In contrast to a 
sudden death, they can ask themselves what matters most and say and do 
many of the things that come in answer to those questions. 

Complementary Therapies 

When basic good care is provided, the complementary therapies have a 
wonderful contribution to make to people's comfort and quality of life. The 
“complementary therapy” that I most commonly employ is the simple practice of 
eliciting and listening to people’s stories. In the process of life-review, people 
often achieve a better sense of the meaning of their own life; their struggles and 
regrets as well as their triumphs and joys. They also may attain a deeper sense 
of the meaning of life in general. 

Obviously for many people approaching death, the spiritual aspects of life come 
to the fore. Spirituality and religion are not synonymous. Although many people 
cherish a felt connection to God, spirituality also exists in a felt connection to 
one’s family that will live on for generations to come. And spiritual bonds can 
extend beyond family. Fatally injured soldiers may express a connection to their 
country which will survive partly through their sacrifice. In Montana, people 1 
care for commonly express a sense of connection to the wilderness, the rivers 
and the mountains into which their body or ashes will go. 

A number of alternative or complementary therapies represent resources for 
inner growth. Massage therapies can provide moments of peace and generate 


7 



27 


positive physicai memories to balance the pain of illness. Therapeutic touch, an 
increasingiy accepted nursing technique, can alleviate patients' pain and anxiety. 
Relaxation training and meditation can help a person center swirling thoughts 
and calm emotions. Meditation and contemplative prayer can provide a place of 
safety and distance, not from, but within, the experience. This ability to remain 
centered and “well within oneself in the middle of distraction, doubt, anxiety and 
bodily discomfort is recognized by many cultures and religious traditions as being 
critical preparation for the transition from life. 

The techniques of dream work and guided imagery, skillfully practiced, can help 
people explore inner realms and uncover rich insights from their unconscious. 
Breath work can allow access to otherwise hidden domains of personal and 
transcendent experience. 

A person's culture, values, beliefs and temperament will all influence which, if 
any, of these practices will be helpful. But a common element among these 
techniques and therapies is that they foster a sense of inner confidence and 
openness. By relaxing body and mind a person can become more open to and 
less fearful of the mystery that awaits. 

Costs of Better Care 

This is one national crisis whose solution need not cost more money. When the 
basics of good medical and supportive care are provided, families are able to 
care for their loved ones at home. It's what patients and families want to do. 

Because dying people are, by definition, the sickest patients in the health care 
system, their care will never be inexpensive. However, home-based care of 
people with advanced illness, although not cheap, is much less costly than the 
Institution-based, medically focused care dying people currently receive. Indeed, 
as comprehensive as it is, even full hospice care is significantly less expensive 
than the care that is provided in its absence.”" 

Although hospice is less expensive than our “high-tech” curative care, statutory 
requirements that a person give up life-prolonging care as a requirement for 
hospice under Medicare erect a significant barrier to utilizing hospice. This 
requirement imposes a "terrible choice” on seriously ill patients and their families. 
They must acknowledge that the patient is officially “dying," an emotionally 
devastating milestone that no one wants to cross. They also may need to 
relinquish their relationship with their oncologist, cardiologist, neurologist or 
pulmonologist and give up access to the hospital or another round of 
chemotherapy. Expensive medications to build up blood counts or treat resistant 
cases of nausea and vomiting may not be available under hospice care. Is it any 
wonder that some people refuse to make that choice? 
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But, in fact, once admitted to hospice programs, the vast majority of patients and 
families are delighted with the care they receive. They become confident of 
being cared for, even in emergencies and as confidence builds, they tend to 
focus more on quality than absolute quantity of life. By providing a skilled and ' 
reliable home-based alternative to ambulance transports, emergency rooms, 
MRI's and ICU’s, hospice experience shows that high levels of hands on care 
can be provided while remaining cost effective. 

This either-or approach to Medicare reimbursement for hospice care is built on 
the untested assumption that providing life-prolonging and palliative care 
together would be too costly. The experience in Canada and Britain would 
strongly challenge this assumption. In both countries, care for patients with 
chronic, progressive illness is of higher quality and significantly less cost. 
Although both health care systems have their problems, hospice is widely 
available, and few people worry about leaving their family financially devastated 
as they die. 

An important new model of affordable, enlightened long term care is provided by 
the Eden Alternative. Initially developed by Dr. William Thomas, the Eden 
Alternative has become a virtual movement within progressive segments of long 
term care, especially dementia care.^ In Eden nursing homes, there is strong 
emphasis on “greening” the environment with plants and pets. Intergenerationai 
activities between seniors and young children and pleasurable human interaction 
are also fostered. The impact of “edenlzing” nursing homes on patients with 
dementia can be profound. People who have been withdrawn often brighten 
when interacting with a colorful bird, affectionate dog or cooing baby. Even 
having responsibility for a plant has been shown to have notable impact on a 
person’s health. 

Government’s Role 

The field of palliative care has advanced dramatically. Reimbursement 
structures and government policies have not kept pace. Unless bold and 
creative new solutions are helped to flourish, Americans won’t achieve the goals 
they say they want; to live out their lives in comfort and at home. 

Where do we start? First, a formal audit of the effects of prevailing statutory 
limitations and regulatory policies on access to needed services and quality of 
care for people who are dying is urgently needed. 

Second, creative models for delivering care have been developed and are ready 
for further testing. Demonstration projects, such as those provided for in S.628, 
the Advance Planning and Compassionate Care Act of 1999, introduced by 
Senatore Rockefeller and Collins, can document the impact of alternative models 
of advanced illness care on clinical care, quality of life, and utilization of health 
system resources. Alternative eligibility for hospice care, simultaneous provision 
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of hospice and life-prolonging care, wider application of PACE (Program of Ali- 
inciusive Care for the Eiderly) and reimbursement models such as the 
Medicaring proposal of the Center to Improve Care of the Dying all warrant 
formal study. 

Third, government can help by ensuring that medical education includes 
sufficient content in symptom management and the core skills of communication 
and ethical decision making. 

Fourth, compensation of aides in the nation’s home health and long term care 
programs must provide them with a living wage and their own health benefits. 
Requirements for training and certification of aide level personnel must be 
raised. So, too, staffing levels must be raised, enabling aides in nursing homes 
the time to give adequate care to the residents. The costs of these "high touch" 
improvements would be modest and more than likely would be offset by a 
corresponding reduction in futile “high tech” care and emergency admissions to 
hospitals and intensive care units. 

Fifth, America's families are already giving their fair share in caring for their loved 
ones — in fact many are doing so at the cost of injury to their own health. They 
deserve support. Government can provide tax breaks for caregivers and, as one 
of the nation’s major employers, can model flexible workplace and health benefit 
policies, setting an example for industry to follow. 

As someone who has actively opposed the legalization of physician-assisted 
suicide, 1 can tell you that opposition to physician-assisted suicide is shallow and 
insincere unless it is wedded to a constructive program of caring that includes 
increasing the number of health care professionals who are able to offer skilled 
care. 

Other Players: 

Government can ensure equitable access to critically needed services sudi as 
hospice and home care. But ultimately, this national crisis is not one that can be 
fixed by government alone. 

The communities of our nation's neighborhoods, workplaces, schools and 
the faith communities of our congregations also have critical roles to play. Each 
of us as friends, co-workers and neighbors can reach out to those we know as 
they are dying and to the families we know are struggling to provide care. We 
can even reach out to strangers in need. Compassion in Action’s Twilight 
Brigade of volunteers is an excellent example of what can be achieved. The 
critical service they provide is to show up. In so doing they give tangible 
evidence that they care and that the person who is dying still matters to them. 
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other programs around the country also provide us with valuable models of 
volunteer training and community-based support. The Stephen’s Ministry 
programs, Parish nursing programs, Care Team Network programs in Texas and 
Alabama, among others, offer American faith communities, workplace 
communities and neighborhoods examples of strategies that work. We can and 
must build on these important examples. 

Conclusion 


In the midst of this crisis in end-of-life care, we have an opportunity to transform 
the way American society approaches the inevitable end of life. The root 
problems that comprise this crisis are many and deep, but every one can be 
addressed. We can build a future in which no one has to die alone or with their 
pain untreated. Congress can provide critical leadership in approaching this 
national crisis. Ultimately, the real solution to this national crisis lies in 
strengthening communities in which people share a sense of common life and 
look after one another, because to ignore each other’s needs would be seem as 
unnatural as it is. 

Before we allow our society to recognize a so-called “right” to preemptive death, 
we must honor a basic human right to die in relative comfort, in the presence of 
caring people and in a dean, dry bed. 

Each of us can play an important roie in realizing this goai, as legisiators, as 
clinicai professionals, but also as family members, friends and neighbors. We 
can see to it that people are cared for in a way that ensures relative comfort, 
prevents a sense of isolation but that also and honors people in their passing. 

The real solution to the crisis of care for the dying ultimately will emerge one 
person at a time by treating people In a medically competent, genuinely caring 
and even loving manner, allowing them to feel wanted, worthy and dignified even 
in their terminal frailty and physical dependence. 

Thank you for the opportunity to give testimony on this most important topic. 
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MISSOM I- A DEMONSTWATIOM PROJECT 

A loving death 



By IHA 8YOCK 


J auk Kevorkian is in prison, 
Joins 10 10 25 years for 
murdering Thomas Youk. Yet 
when it comes (o talkirtg ahtiut 
dying in America, He remattts in 
the orivet’s acai. Arty discussion of 
end'oMife care rnvaiiaUy begins 
with ihs question, "Whai do you 
think about Kevorkian?" His 
peculiar perspective has captured 
and continues to frame America’s 
view of life’s end. 

Bscepi here. Something is 
happening in Missoula iliai sets us 
apart. With help of the Missouiit 
Demortstrafion ProjetcTbe 
Ouaiity of Life’s End (MDP), 
Missoula is gaining s b^'oader 
perspective and a sensitivity to the 
needs of psopfc who arc dying, 
their caregivers and grieving 
family. 

Not that Missoula is a utopia. 
The many problems that plague 
dying in America arc felt here as 
well: challenges of pain 
management, inconsisicitf respect 
for peopie’s preferences for care, 
brciiktkrwns ia clinician-patient 
crijnfiinnicaiioii, financial stress, 

Kio little support for family 
caregivers, people feeling isolated . 
and alone, l iaise problems may be 
less severe in aur community, but 
Missoula is the real world. 

What is different here is that we 
have not allowed ourselves to be 
confined by the suffering-or- 
suickic dichotomy nor mesmerized 
by Kevorkian's prwnisc of a quick 
fix. Instead, we are tnking a hard 
look at dying and grief and taking 
steps to improve the ipiality of 
life’s end. We don't have all the 
answers, but wc are asking critical 
questions: Whal individual and 
collective rcsptmsibilily - and , 
'‘response-ability" - do we have 
ttiwiird people \^<i arc dying- Oiir 
rninily mcmhcr.s. friends (nil atsii 


our neighbors? What value is there 
in the last phase of life? Can there 
be any value in the proceuof 
dying'? Missoiiliansare 
investigating what it muaits to live 
in a community with emc unoihcr 
in ways that inicgrute dying and 
caregivine within the coniinuum of 
human life. 

The Mk-soub DcmonsiniiioR 
Project is a collaboiaiivc, 
communilywide efftnl to study and 
transform end-oMife experience 
and care. Bolh local hospitals and 
every nursing Iioiih; and luioie* 
health provider in MU.s«iula arc 
actively parlicip.-iiing. .-ilong with 
many of our triwn’.s docii'is wid 
nurses, beaith-cire aides, so6a! 
workers and enargcncy nicdicji 
technicians. So. Rm>. art imnisters, 
faith commoflby members, artists, 
writers, educators iimJ cvcrydtiy 
people who arc simply iniercsled. 

During its first few years MDP 
has focused on research. We've 
taken - and itrc ikiw developing - n 
high-definilion snap-shot of cniLof- 
life experience and care. The data 
will serve ns a baseline for ruturc 
re.search, inchnAng cirn^rar^ms 
with two dcmograplwalty simdar 
communities m the Nnrihwrja 

Over the next few years MIM* 
will employ these research findings 
to fuel ongoing discassioiis of how 
we can miike thii^s better. MDP’s 
strategy is not to impose aspccifk 
vision or sec of values, but In 
iiulheniieally involve people 
ihnnightrut our comimmiiy ia 
defioing what sucews would kx* 
like and in working ts^thcr to 
achieve success. 

Ibis priivessha.v already yielded 
tangil'le tcsulis: 

■ The project’s Pain Task Foree 
bus eunducted conferences and 
workshops in which hundreds of 
area doclor.s. nurses and 
pharmacists improved thek 
kntiwicdge and lAtHsifi 


pain. Slate of the art puin 
mscvsnienl Imtls and Ireuimeiil 
protocols are now available in 
every hcallh-carc selling in 
MLvsoula. St. Patrick Hospital 
recently added iMirt as n "vital 
sign" to its computerised Hinieal 
flow sltecLs. right alot»g»dc 
leniperalure, bkuxl fucssure, pulse 
(ind respifaiiOR. Siinilnr efforts are 
under wuy in other heailh-eiire 
suiiings. 

■ Tlie Advance Cure Planning 
Tusk l^trcc devclopetl “My 
CIniice.v" « lusecriiuiiOly foioi llliit 
combines a living will and a (tower 
of attorney fur heahU care, livery 
local herdth-eure organization b,is 
endorsed its use, making Missoula 
the first ciiy l«> Ik«vc a consistem 
canmunitywidc document for 
conunonianingpiefcreiKes for 

■ The Faith Community 
Force is helping TO expand lire 
impadly of local ministers tmd 
vrmgre^lkmx to support members 
wIh> arc confronting life’s end and 
iainily inendiers wjwi are struggling 
to (H-ovidc care, iust ia.st week 
U»Hy faith corwminity leailcrs 
came together for a full day to 
eiqdore these issues 

■ Life Stories Task Force has 
aicvossfully raised hieal awareness 
of the precious niiture of our 
eirllcvtivc memories The ia.sk force 
is so successful, in fact, lliat a 
separate minprufii commiiiiity 
orgauiisrtkm. Story Kccpcis Inc. 
has esuriged to Gontiuue this 
nsiwiog wtxk. 

Wans aa- «« the drawing Iviard 
lor new research iniiiutive.s, new 
lade fuicc.s in cduiailton and 
earegiving, and new avenues for 
volunteer training and .services to 
Mis-souta local families. 

The work within MOP and 
ihrou^Hiut Missnata on ihe.se 
timad issues is far the gocid of os 
Many irf us will a^. huctrine 


carsgivers.JinduvL'tiiiluiiy die riglit 
here, in the xliadow of our 
mountitins. |}i» our effort.s hitve 
importuiieu fur beyond ihc I'ivc 
Valleys. Alrciii.l^ wc have ailritcled 
the uiieniioii oiniitiunal 
foundiiticms, ucudemie itislitidiom. 
policy makers in Wakhinglon. D.C., 
and nalional nicdiit. We’ve 
received inquiries frutn people in 
plaw.s like iK'nd, Or;., Akiim, 
Ohio, mid St. Jo.sepli, Mo., all of 
whom arc replicatinj one or mure 
aspects of our comnmniiy'.s cli’oris. 
Kcseuiclici.v i'lom iiniuiiil the 
country arc using our survey 
instruincnis iiiulwillbc 
contf ibuiing dnia to expanded 
eomparulivc .studies. 

As baby tVKuners age uiid the 
number of people living with 
chronic i\t»es.s or iidvuuced old age 
.sours, issues regarding dying luij 
caring for tliose who arc dying will 
remain at Ihe forefront of our 
nulional pritirllics. Missoula bus an 
opportunity to serve our luilkm 
simply by caiiiig for one another 
locally in ways that ainibiuc 
medical c-sccllcneewiih 
eumpassioiuite and uoabrtshcdly 
loving care. We can build creative 

eumrmimty fiuiiliiis for ensuring 
people are coniforlable -and feel 
wiinicd, worthy and dignified as 
they die; 

Not Itw iiKuiy years from now. 
when Kevorkian has become ju.si a 
fiminole, wheihcr people arc 
discus.siiigcnd-of-iifc caic in 
Peoria. Pensacola oi PctultiPia, you 
can be sure winicone will ask. 
"Have you heard wisn they're 
doing iji Missoiiiii?" 

in fuel, many already urc. 

Iru Hy(n k. it a fiiailly 
memha al llu- t/iiri'crsf/y of 
Moiiuiiia '.r Pmclioil Eflik x CiWir. ■ 
He is co-foiiii<hr mu! pnr.ai)ul 

l>eiii!His!nilii/ii ibryci'/. 
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Mr. Burton. Thank you, Dr. Byock. I appreciate your testimony 
and your entire statement will be included in the record and we 
will look at that. We will have some questions for you. If we could 
keep our comments close to 5 minutes, I would really appreciate it. 

Mr. Brinkley. 

Mr. Brinkley. Well, first, I would like to say I am from South 
Carolina, but I work in California. Everything that Ira said is ex- 
actly what I was going to say, so I have really nothing to say, and 
I will read through this briefly. 

Good afternoon, Mr. Chairman and members of this committee. 
I am honored to be here to discuss improving care at the end of 
life for all Americans, but especially veterans. I appear before you 
today as the chairman of the Board of Compassion in Action and 
also appear before you today as an advocate of integrating alter- 
native and complementary therapies. 

Compassion in Action is a nonprofit organization. At the core of 
our mission statement is our conviction that no one need die alone. 
And to this end, we recruit and train volunteers to serve at the 
bedsides of those who are nearing the end of life. In addition, we 
respond to the needs of community and professional education on 
the subject of death and dying through lectures, workshops, and 
seminars. 

We have volunteers serving in 17 cities, and I am happy to re- 
port that we are now fielding questions from countries all over the 
world. I have personally served as a hospice volunteer for over 20 
years. I have been a part of the end-of-life care team for over 270 
individuals, and personally held in my own arms 176 persons 
breathing their last breath, one of these my mother. So my heart 
goes out to you and my understanding, Mr. Chairman, exactly 
where you are and why I am really proud that we are able to come 
and face this at such a short time after your loss. 

I can tell you that volunteers are an integral part of the vital 
part that the hospice circle of care takers. The Veterans Adminis- 
tration itself has over 350 volunteer service organizations, 110,000 
volunteers. We are making the difference now in the VAs. With the 
issues that we are about to deal with, the volunteer can be there 
when professional staff cannot. The Compassion in Action team are 
comfortable with a broad range of emotional and spiritual issues 
from the most basic to the most profound. 

Compassion in Action volunteers are carefully trained to be 
skilled listeners, much like Dr. Byock said, because listening is the 
greatest gift we can offer any other human being. Because they do 
not get paid for their services, it is very clear that they are there 
to serve for reasons of the heart. Did you know that over 32,000 
World War II veterans will leave this world every month, and by 
the year 2001, the number will increase to over 40,000 per month, 
and that is just our World War II veterans? 

Without volunteers, careful management and cost-effective meas- 
ures, this system could be dangerously close to collapsing. Senator 
Thurman and Congressman Floyd Spence, leaders on the Veterans 
Administration appropriation on both sides of the Senate and the 
House, and old family members, are aware of these issues. But 
Compassion in Action volunteers can see things that they cannot. 
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With the help of my old friend, and my Congressman, Lindsey 
Graham, we are working very closely with these legislators to as- 
sist in developing appropriate programs to effectively bring forth 
the desired solutions in end-of-life care. The sad fact is too many 
veterans are dying alone. I find this totally unacceptable and I am 
dedicated to changing this. These men and women were there for 
us when we needed them. We must be there for them at this crit- 
ical time. 

For this reason. Compassion in Action established a partnership 
with the Veterans Administration and, in fact, our national head- 
quarters are located on the campus of the West Los Angeles VA 
Administration. And that happens to be Congressman Waxman’s 
district. Our volunteers are now serving in VAs in Chicago, At- 
lanta, Seattle, San Diego, Spokane, Sacramento, Palo Alto, and Los 
Angeles. 

We are determined to create a volunteer corps, the Twilight Bri- 
gade, trained disciplined troops that will serve dying veterans 
across the country. Our veterans hospitals are filled with men and 
women who are facing death. Many have no family or friends to 
visit them. Imagine a veteran lying there, very near the end of life, 
so sick that he can no longer speak. His only visitor has been a 
Compassion in Action volunteer. One of those volunteers noticed 
that a brother and daughter, listed in his chart, with a notation 
that they have been estranged or pushed apart for over 15 years. 
Asking permission from the staff, the volunteer contacted the fam- 
ily member explaining the situation and asked if they would be 
willing to say a few words to this man in his desperate need. They 
both agree. Holding the phone to a patient’s ear, the volunteer 
watched as tears slid down his cheeks, hearing healing words being 
spoken. Hours later he took his last breath and left in peace. This 
is reality and this happens everyday. It is where the volunteer 
truly serves, and I hate to say, volunteers and hospice are alter- 
native and complementary medicine in our present medical system. 

A lot of people wish and say, I just wish I had 5 more minutes. 
We are trying desperately in Compassion in Action to create the 
arena where just 5 more minutes becomes an institution. But the 
picture is not always as bright as this. Here are some things we 
have heard from volunteers across the country. 

Because of frequent rotation of interns and residents, there is a 
serious discontinuity in patient care within the veteran facilities; 
pain management is less than optimal and there have been times 
when veterans have truly died unnecessarily. I have to agree with 
the two committee members about putting the DEA in control of 
the quality of end-of-life care. They cannot legislate legal control of 
a doctor’s ability, and it takes a good critical care doctor to under- 
stand it — just what you went through. I am sorry that the DEA 
and law enforcement agencies get a little territorial in these issues, 
because it should be the health care professional’s job, and I hope 
as you said earlier, Mr. Chairman, that these issues can be worked 
out. 

The dying are kept in rooms where noise levels are so high, ra- 
dios, televisions blaring, the individual cannot even die peacefully. 
Inadequate discharge planning often leaves veterans and their 
loved ones totally unsupported. Well intentioned nurses cannot 
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serve their patients adequately, due to serious understaffing and 
worst of all, patients that are moved either within the hospital or 
to a facility off the grounds of the hospital when they are actively 
dying. In some VAs, the nurse-patient ratio is completely unaccept- 
able. 

These are grave problems, and anyone concerned about the qual- 
ity of end-of-life care of our veterans, must address them. Compas- 
sion in Action can play a part in this solution, and I am pleased 
that a new executive officer in Congressman Waxman’s district, 
Phil Thomas, at the Greater Los Angeles VA, has ordered a focus 
group meeting with our volunteers to identify these problems and 
to seek viable solutions. 

There are now many VA administrative chief executive officers 
that are reaching out and looking for these answers. I would like 
to mention some of the people who have helped me very, very much 
in the VA: James Delgado, the National Volunteer Coordinator; 
Bonnie Ryan, National VA Hospice Administrator; Beverly Fitz- 
gerald of the West Los Angeles VA; and many other staffs in the 
other places we are working. 

As a man who has been twice struck by lightning, survived heart 
failure, open heart surgery, three ruptured subdural hematomas, 
and brain surgery, and after that having a massive grand mal sei- 
zure, I have some idea of what the personal experience of end-of- 
life care that people go through. I am one of these people. I am one 
of the people who went into hospice, but by the grace of God and 
good medicine, both complementary and conventional, I sit before 
you today. I have a personal interest in this because I am one of 
these people. 

I know it is as important to look up at that acoustical ceiling in 
a hospital as it is to look down at that person. And I wanted to 
let everyone know that what I have learned through these experi- 
ences, is death is not to be feared. However, sometimes the path 
there is a tortuous hell. Three years ago, as I lay again in a hos- 
pital intensive care unit, I became very much aware of the quality 
of end-of-life care, the noise, the inadequate pain management, and 
the problems that people are going through. We need healing, 
peaceful, relaxing environments, and wellness can be achieved even 
when dying. Emotional, spiritual and relationship understanding 
can be effectively used to improve end-of-life care. 

Almost 10 years ago, I participated in the planning of the Office 
of Alternative Medicine at town meetings and then at Chantilly, 
VA for the leading alternative medical experts. As a result of this 
report, what is commonly known as the “Chantilly report,” the Na- 
tional Institutes for Health outlined complementary and alter- 
native advisory programs. I have also attended, all but two, advi- 
sory committees over the last 8 years. I missed one because of 
brain surgery and another because of a hurricane. I think that this 
has to be looked at more and more, and I find that the last 10 
years of this has been woefully inadequate. More has to be placed 
upon this. 

There are complementary and alternative therapies that can be 
very helpful. Acupuncture has been proven valid with chemo- 
therapy nausea and pain management. A sense of calm is incor- 
porated through things like music and aromatherapy. Therapeutic 
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touch and even prayer expressed by Dr. Larry Dossey, a two tour 
MASH combat veteran and a combat surgeon, and his wife, who is 
a doctor of nursing, doing research in alternative measures. The 
power of the human touch is invaluable. Just think how wonderful 
it would feel to know that someone would just hold your hand and 
listen, massage your feet, and the only other touch you ever get is 
somebody rolling you over administering some type of medicine. 

Guided imagery and visualization are very helpful in pain reduc- 
tion and stress reduction. Music therapy and guided imagery have 
been shown to be effective in trauma recovery and grief recovery, 
in rape and abuse cases. Surely it can help a family in stress. And 
I think probably the most important treatment is not a treatment 
at all. It is the life review. This is important for someone to review 
their life, talk about their childhood, marriage, birth of their chil- 
dren, their life as a veteran and also maybe some other not so im- 
portant issues. 

This is a time for people to have a healing path between relation- 
ships. Compassion in Action volunteers are carefully trained in clo- 
sure technique. Closure is one of the most important complemen- 
tary therapies for both the patient leaving this world, and those 
staying behind, and I cannot emphasize closure enough. I would 
like for people to really pay attention to the fact that these are 
going to be the issues over the next 4 and 5 years. This is where 
it is going to be, and that people who could not look at death, will 
look at death now, because it is their moms and dads, their broth- 
ers and sisters and their friends. 

Look at No. 1 best selling books like “Tuesdays with Morrie,” 
which is the study of a gentleman going back to his professor and 
reliving his life together. The fact that that book has stayed in the 
top 10 bestsellers list for the last year tells us we are looking at 
this. It was recently made into a television movie by the Oprah 
Winfrey Production Co. that will air on NBC. This shows us that 
this will be one of the campaign issues. This will be what we will 
look at. 

Another thing that is very interesting is the time we are living 
in this country we are facing the turn of a century and the turn 
of a millennium. We have estimated that our health care costs are 
going to double by the year 2007. In the coming years, the geriatric 
population is going to outnumber those 18 and under. What this 
means, is that we are a Nation in need to prepare for when it will 
become our time for end-of-life care. No one wants to think about 
death, and doctors, typically, are not terribly comfortable dis- 
cussing with the patient, that the time has come to change from 
aggressive curative measures to palliative measures. 

This is why many doctors wait until the last minute, sometimes 
only days prior to death. It is also a huge chunk of medical expend- 
itures that come in the last 3 weeks. I think a study by the NIH 
of the opinions of critical care doctors and how they manage this 
burden could be very effective in changing this paradigm. 

Over the last years, I have seen and been helped, by a lot of peo- 
ple in the NIH, in Congress, in the Office of Alternative Medicine, 
and just people looking to try to understand how to help each 
other. I am very grateful to you. Chairman Burton, for your cour- 
age in opening up this discussion. I am very thankful to you, Mr. 
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Waxman, for what you are doing. We must face our own mortality 
before we can help those whom we love and who have loved us face 
theirs. 

I am truly thankful for this committee’s historic act. By raising 
the awareness in Washington about these issues, we can find and 
begin to see the solutions. In the military, we are trained never to 
leave our wounded buddies on a battlefield. These World War II 
veterans never deserted this country in its time of need. We cannot 
desert them. I thank you. 

[The prepared statement of Mr. Brinkley follows:] 
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Good afternoon, Mr. Chairman and Members of the Committee. 1 am honored to 
be here today to discuss improving care at the end of life for all Americans, but 
especially for Veterans. I appear before you today as Chairman of the Board of 
Compassion in Action. 1 also appear before you today as an advocate for the 
integration of alternative and complementary methods of healing. 

Compassion in Action is a non-profit organization. At the core of our mission 
statement is our conviction that no one need die alone. To this end, we recruit 
and train volunteers to serve at the bedside of those nearing the end of life. In 
addition, we respond to the need for community and professional education on 
the subject of death and dying through lectures, workshops, and seminars. We 
have volunteers serving in 17 cities across the United States, and i am happy to 
report we are now fielding calls from other countries as well. 

I personally have served as a hospice volunteer for over twenty years. I have 
been a part of the end of life care team of over 270 individuals and personally 
hold over 176 persons as they breathed their last breath. One of those was my 
mother. I can tell you that volunteers are an integral and vital part of the hospice 
circle of care. The Veterans Administration has over 350 Volunteer Service 
Organizations with over 1 1 0,000 volunteers. Volunteers are there when the 
professional staff cannot be there. The Compassion in Action Volunteer Teams 
are comfortable with the broadest range of emotional and spiritual issues - from 
the most basic to the most profound. Compassion in Action Volunteers are 
carefully trained to be skilled listeners, because listening is the greatest gift we 
can offer another human being. Because they do not get paid for their services, it 
is clear that they are there to serve for reasons of the heart. 

Did you know that over 32,000 World War II veterans leave this world every 
month? In 2001, that number will increase to over 40,000 per month. And that is 
just our Veterans from World War II. Without volunteers, careful management 
and cost-effective measures the system could be dangerously close to 
collapsing. Senator Strom Thurmond and Congressman Floyd Spence, leaders of 
Veterans Administration appropriations on the both the Senate and House Sides 
of Congress, and both old family friends, are aware of these issues. But the 
Compassion in Action volunteers see things they cannot. With the help of 
another old family friend, former Congressman Arthur Ravenel as well as my own 
Congressman Lindsey Graham, we are working very closely with these 
legislators to assist in developing appropriate programs to effectively bring forth 
the desired solutions. 

The sad fact is that too many of our veterans are dying alone. I find this totally 
unacceptable and am dedicated to changing this. These men and women were 
there for us when we needed them, and we must be there for them now at this 
critical time. 
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For that reason, Compassion in Action has estabiished a partnership with the 
Veterans Administration, in fact, our national headquarters are located on the 
campus of the West Los Angeles Veterans Administration. Our volunteers are 
now serving veterans in Chicago, Atlanta, Seattle, San Diego, Spokane, Palo Alto, 
Los Angeles and Sacramento. 

We are determined to create a volunteer corps - the Twilight Brigade - trained 
and disciplined troops that will serve dying veterans around the country. 

Our Veterans hospitals are filled with men and women who are facing death. 

Many have no family or friends to visit them. Imagine, a veteran lying in bed, very 
near the end of life, so sick that he can no longer speak. His only visitors have 
been Compassion in Action volunteers. One of the volunteers notices a brother 
and daughter listed in his chart, with a notation that he has been estranged from 
both for over 15 years. Asking permission from the staff, the volunteer contacts 
both family members, explaining the situation and asking if they would be willing 
to say a few words to a man in desperate need. They both agree. Holding the 
phone to the patients ear, the volunteer watches as tears slide down his cheek. 
Healing words are being spoken. Hours later, he draws his last breath and dies 
In peace. This really happened. We were there. And we made a difference! 

We later heard from both the brother and the daughter that they were very 
thankful they have had the chance to be in communication so they did not go 
through the rest of their life, with what I call the “If I had only had five more 
minutes” guilt burden. Closure is very important for family and loved ones. 

But the picture is not always that bright. Here is what we have heard from our 
volunteers around the country; 

• Because of the frequent rotation of interns and residents, there is a serious 
discontinuity in patient care within Veterans facilities. 

• Pain management is less than optimal, and there have been times when 
veterans have died in unnecessary pain. 

• The dying are kept in rooms where the noise level is so high - radios and 
televisions blaring - that these individuals cannot die peacefully. 

• Inadequate discharge planning often leaves veterans and their loved ones 
totally unsupported. 

• Well-intentioned nurses cannot serve their patients adequately due to serious 
understaffing. 

• Worst of all, patients are moved either within the hospital or to a facility off the 
grounds of the hospital when they are actively dying. 

• in some VA’s the nurse-patient ratio is totally unacceptable. 
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These are grave problems and anyone concerned about quali^ of end of life care 
for our veterans must address these issues. 

Compassion in Action can be part of the solution. I am pleased to report that the 
new Chief Executive Officer In Congressman Waxman’s district, Philip Thomas, 
at the Greater Los Angeles Veterans Healthcare System, has ordered a focus 
group meeting with our volunteers to identify the problems and viable solutions. 
There are now many other Veterans Administration Chief Executive Officers that 
are reaching out looking for answers. 

There are many dedicated and helpful individuals within the Veterans 
Administration. James Delgado, the National Volunteer Coordinator, Bonnie 
Ryan, National VA Hospice Administrator, Beverly Fitzgerald of the West Los 
Angeles facility, and the many other VA staff at West Los Angeles, Spokane, 
Sacramento, San Francisco, and that Peach of the South, Atlanta, Geoigia. 

As a man who has twice been struck by lightening, survived heart failure, open 
heart surgery, three ruptured subdural hematomas, and brain surgery, and a 
massive grand mal seizure, I have had much personal experience with end of life 
issues. I often tell my Dad than I have been successful at many things in my life, 
but dying is Just not one of themi 

What I learned from these experiences is that death is not to be feared. However, 
sometimes the path there is a torturous hell. Three years ago, as I once again lay 
in a hospital Intensive Care Unit, looking up at an acoustic ceiling, I listened to 
the sounds around me and what I heard was fear and agony. Hospitals, nursing 
homes, and hospices can and should be peaceful and healing environments. 

And yes, weilness can be achieved as one is dying - emotional, spiritual, and 
relationship understanding can be healing. I have dedicated my life to improving 
care, especially for those at the end of life. 

I am not a scientist or a doctor. I am just an average guy who has had some 
rather extraordinary experiences. Because of the things that have happened to 
me, I know people are interested in this topic. I have written two international 
best sellers about death, palliative care, alternative therapy and transformation. I 
am very thankful to Harper Collins/Newscorp tor their support in my efforts to 
improve end of life care. I would also like to thank Sumner Redstone, a World 
War il veteran, and his companies, Viacom/Paramount and Dreamworks for which 
Steven Spielberg produced Saving Private Ryan - a tribute to his father - for their 
continuous support in helping Compassion in Action make a difference in the 
lives of Veterans. 

Almost ten years ago, I was asked to participate in the planning of Hie Office of 
Alternative Medicine at a series of town meetings and then a meeting in Chantilly, 
Virginia of the leading alternative medicine experts around the country. As a 
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result of this meeting, a report commonly known as the "Chantilly Report" was 
issued to the National Institutes of Health outlining the complementary and 
alternative medicine issues. I understand Hiat copies were delivered to every 
member of Congress in 1994 when it was published. I hope each of you has read 
it. I also have attended all but two of the Advisory Committee Meetings over the 
last eighth years - being kept away once while in the hospital for brain surgery 
and the second time by a hurricane. 

There are many complementary therapies that can be helpful for someone near 
the end of life. Acupuncture has been scientifically validated for chemotherapy 
nausea and can also be used for pain management. A sense of calm can be 
achieved by incorporating simple things like music and aromatherapies like 
lavender, rose, or sandalwood. Massage therapy can be very beneficial for 
muscular pain or tension. Therapeutic touch and prayer - as expressed in the 
works of Dr. Larry Dossey, who wrote Prayer is Good Medicine, and has recently 
published the book. Reinventing Medicine, and his wife Barbara Oossey, a critical 
care nurse, who has taught and written extensively on compassionate caring in 
medical care - have shown to be effective tools in end of life care. 

The power of human touch is invaluable. Just think how wonderful it would feel 
for you to have some one hold your hand or massage your feet when no one ever 
touches you except to provide medical attention? 

Guided imagery or visualization is helpful for someone who is dealing with pain 
or stress. These all can be helpful for patients and their loved ones. Family 
members are often under extraordinary stress and can benefit from meditation 
and breathing techniques. Keeping journals and art therapy have been shown to 
be very helpful also. 

Music therapy and guided imagery/visualization have shown to be effective in 
trauma recovery and grief recovery, especially rape and sexual abuse cases. 
Surely it can help a family stressed during end of life care. 

And then ladies and gentlemen, something that may not be of much interest to 
the person dealing with these issues, but to you, these techniques are cost- 
effective ~ both in labor intensity and medical and drug therapy costs. 

Probably the most important “treatment” is not a treatment at ail. it is the life 
review. This is an opportunity for someone to review their life, talk about their 
childhood, their marriage, births of their children, all the “important” and not so 
“important” issues in life. This is a time when some people will let go of things 
that have caused tension or pain in their lives and in their relationships. 
Compassion in Action Volunteers are carefully trained in closure techniques. 
Closure is one of the most important complementary therapies for both the 
person leaving this world and those staying behind. I cannot emphasize enough 
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the value of a volunteer for closure. One of our volunteers shared the following 
story: 


“I had been a hospice volunteer for a number of years, but had gone 
through the Compassion in Action training because I had the 
opportunity to learn about the program from Dannion and had a 
great deal of respect for him and for the mission and vaiues of the 
organization. I had previously learned all about universal 
precautions, how to change sheets with someone in the bed, and 
how to help someone in and out of a wheel chair, but had not felt 
completely trained in communication issues. This was an added 
bonus from the Compassion in Action training. 

Every week for several months I visited a 96-year old man - the 
patriarch of his family - who was bedridden with stomach cancer. I 
usually spent Saturday afternoon with him so his granddaughter 
could take her toddlers to the park. We would usually sit and watch 
football and talk. One day, he held my hand and started talking 
about his life. He shared with me stories of growing up, leaving 
home, getting married, having a family. He talking about the sorrow 
of loosing his first wife, the joy of remarrying years later and then 
loosing yet another wife to cancer. I remember consciously thinking 
wow, he is doing a life review, and was careful to ask open-ended 
questions. He spent that afternoon sharing his life with me, talking 
about a few regrets and the achievements he was proud of including 
his military service. He did not need advice or judgement from me. 
He just needed someone to listen. After that conversation he was 
much more at peace - he had reviewed his life and let go of any 
regrets. He died a few weeks later. And I was a better person for 
having been there.” 

I hear stories like this all the time from our volunteers. They always tell me 
that it is a joy to serve others and that it oftentimes is a spiritual 
experience. I agree. I think it is important that we all take time to read the 
book Tuesdays with Morrie or if you don’t have the time, watch the Oprah 
Winfrey produced movie on NBC of the same name. 

We are at an interesting time in this country. We are facing the turn of a 
century and the turn of a millenium. We have estimates that our health 
care costs are going to double by 2007. In the coming years the geriatric 
population is going to outnumber the under 18 population. What that 
means is that we as a nation need to prepare for when it is our turn for end 
of life care. No one wants to think about dying. Doctors typically are not 
terribly comfortable discussing with a patient that the time has come to 
change from aggressive curative measures to palliative care. This is why 
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many doctors wait until the very last minute, sometimes only days prior to 
death. It is also why a huge chunk of medical expenditures come in the 
last three weeks of life. I think a study by the NIH of the opinions of 
critical care doctors and how they manage this burden, could very 
effectively change this paradigm. 

Oftentimes it is the patients themselves that tell the doctor that it is time to 
look at hospice. Medicare programs now cover up to six months of 
hospice care. There are many very good county-based hospices around 
the country that Compassion in Action sends volunteers to also. We all 
have a lot of work to do to improve care at the end of life. 

Over the last twenty-three years, I have been blessed to learn from and 
want to thank a number of valuable experts ~ Steven Halpern for sharing 
with me his landmark work in music therapy; Steven Segal in Buddist, 
Tibetan Traditions and medicine; Dennis Franz and Tom Hanks for their 
support of Veterans and their ideals; Tom Brokaw for writing The Greatest 
Generation and Dr. James Gordon for Manifesto for a New Medicine. I also 
want to thank Franklyn Smith and Marilyn Winfield who taught me about 
guided visualization; Dr. Andrew Parfitt for helping me understand 
acupuncture, herbs and microbiology; Deepak Chopra in Ayurvedic 
medicine. Dr. Wayne Jonas for teaching so many of us about the research 
needs and accomplishments in anomalous areas of alternative medicine 
and to the countless others who have helped along the way. Art and 
Ramona Bell for their continuing support of our efforts. And maybe most 
important of all I want to thank Dr. Stephen Groft - the Dream Weaver - the 
original acting Director of the Office of Alternative Medicine. 

I would also like to thank Cheryl Birch, the dedicated volunteers of the 
Twilight Brigade, and all hospice volunteers around the world - who give of 
themselves to meet the shared goal that no one need die alone. 

I am grateful to you Chairman Burton for your courage in opening this 
discussion. We must face our own mortality before we can help those we 
love and those who have loved us face theirs. I am truly thankful to this 
Committee for this heroic act. By raising awareness in Washington about 
these issues, we can begin looking for solutions. 

In the military we were trained never to leave our wounded buddies on the 
battlefield - these World War II veterans never deserted this great country 
in our times of need - we cannot desert them nowl 

Maybe a member of the minority from Indiana stated it best, “Caring for 
America’s veterans is an ongoing cost of war. As a nation, if we fail in this 
obligation, how can we justify sending more and more young service 
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members into harm’s way? How might we expect our chiidren and 
grandchildren to volunteer for military service in the future, if we are not 
prepared to keep our promises to disabled veterans today?” (Rep. Julia M. 
Carson, D-iN) 

i ask that my testimony and materials be included in the record. I would be 
pleased to answer any questions. 

Enclosures 
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Mr. Burton. Thank you, Mr. Brinkley. 

Mr. Waxman. Mr. Chairman. 

Mr. Burton. Yes. 

Mr. Waxman. Before you call on Mrs. Marks, I am going to he 
called away to a meeting. I am going to stay here for your testi- 
mony, but I just want to say to you that Milton was a good friend 
of mine, as you know. We served together in Sacramento and we 
had many talks, and I realize what a support you were to him 
while he was doing his job as a legislator. I read your testimony 
and he had you there with him caring about him to the very end. 
I just want to tell you how pleased I am that you are here to share 
your insights with us. I wanted you to know that. 

Mrs. Marks. Thank you. 

Mr. Waxman. Thank you, Mr. Chairman. 

Mr. Burton. Thank you, Mr. Waxman. Mrs. Marks, would you 
pull the microphone close so we can hear you? 

Mrs. Marks. I am smaller than the rest of them. 

Mr. Burton. Beg your pardon? 

Mrs. Marks. I am smaller than the rest of them but bigger in 
what I do. 

Mr. Burton. You are prettier, too. 

Mrs. Marks. It is a pleasure to be here with you, Mr. Chairman. 

And I particularly wanted to mention you. Congressman Wax- 
man, because my husband thought so highly of you and you shared 
many goals together and I am glad you are still here fighting. 
Thank you for the opportunity to speak about improving care at 
the end of life with complementary medicine. It is a subject that 
is close to my heart, since I have found it effective in monitoring 
my health and in preserving the length and the quality of life for 
my husband. Senator Milton Marks. 

I give tribute to his courage which gave us strength. By making 
the choice to utilize complementary alternative medicine, which is 
called CAM, the patient and the family feel empowered, which is 
beneficial in itself. But there are questions that the medical profes- 
sion and patients must ask. For example, does miso soup, a central 
part of the macrobiotic diet, really help stave off cancer? Do the 
phytoestrogens in soy truly benefit heart disease? Oftentimes if we 
think so, they do. Although some substantive studies are being un- 
dertaken, such as the one Dr. Debu Tripathy is spearheading at 
the University of California San Francisco, regarding effectiveness 
of Chinese and Tibetan medicine as well as others by the NIH and 
the National Foundation for Alternative Medicine, headed by your 
former colleague Berkley Bedell, there is, as yet, no scientific proof 
of complementary medicine’s efficacy, but there is other proof. 

Complementary indicates working with conventional mainstream 
medicine while providing other interventions. Increasing numbers 
of health care institutions are utilizing such methods of health de- 
livery which patients are demanding. At least 42 percent of people 
in this country are incorporating CAM in their health care, spend- 
ing almost $30 billion out of pocket every year. 

The number of visits to alternative practitioners exceeds total 
visits to primary care physicians according to the Journal of the 
American Medical Association which has also stated that prayer is 
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healing even when the patient, as was the case with my husband, 
does not know that prayer is offered. 

For years, chemotherapy was unproven but utilized. Chemo- 
therapy, one of the central cancer treatments, often is not effective. 
Then why would anybody reject alternative treatments that are ef- 
fective and improve the quality of life? No one questions insurance 
coverage for chemotherapy, but there is resistance to coverage of 
all but a few modalities of complementary medicine. We are strug- 
gling to determine whether CAM is merely palliative in terms of 
symptoms or whether such interventions alter the biologic force of 
a disease. 

I personally determined that it is effective in both ways in the 
last years of life when my husband was battling diabetes, heart 
and renal failure, as well as other major ills. When his internist 
said he was the sickest patient he had ever seen who was not hos- 
pitalized, and when his cardiologist despaired for his life, we main- 
tained his life with quality, dignity, and incredible length. He re- 
ceived constant aggressive care from the best doctors in the world 
who respected our zest for complementary medicine and encour- 
aged us to bring practitioners to his hospital bed. 

They marveled that this treatment seemed to prolong his life. 
The medical system, while continuing incredible care, had given up 
hope. I am convinced that the complementary treatments gave the 
extra fillip to extend his life. 

When he was admitted to the hospital in his next to last ordeal, 
the clinical nurse said coldly, Mrs. Marks, I had to let my mother 
go to the other side; you should let Senator Marks go, too. My re- 
sponse was that it was not my decision. It was up to God and my 
husband. She would not talk with me until his final admission 
when she indicated that we had proven her wrong. 

My husband received regular acupuncture treatments, massages, 
visits to a healer, and Jin Shin Jytsu, Japanese acupressure. His 
diet was changed to avoid foods harmful to his condition. Before en- 
tering the hospital, he became part of a support group. He partici- 
pated in the Dean Ornish program of stress reduction, exercise, 
and diet. He visualized that his health was improving, and ex- 
plored aromatherapy and healing music, which gave constant heal- 
ing in his hospital room thanks to Dannion Brinkley, and one of 
his friends, Steven Halpern. 

He wore an appropriate crystal. He consumed quantities of nutri- 
tional supplements, strong antioxidants, and various Chinese 
herbs. But we have to bear in mind they are costly, thereby elimi- 
nating a large segment of society from benefiting. Insurance paid 
nothing for the supplements, but reimbursed for part of acupunc- 
ture and the Dean Ornish program, Ornish only after a long battle 
with the insurance company. When Milton broke his shoulder, 
western pain medication made him hallucinate. We substituted 
Chinese herbs. The pain vanished. The hallucination ceased. 

We did not approve painful dangerous conventional procedures. 
The floor nurses applauded our approach. The home health care 
nurses were disparaging. They created many other problems which 
are an area for investigation. After he was hospitalized for 2V2 
months with numerous downs such as aspiration pneumonia, we 
organized a day of prayer throughout our city, prayer for his recov- 
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ery with an outpouring of healing and love in every church and 
synagogue. And what happened? 

He was released from the hospital. He lived for another 3 months 
with continuing complementary care. He lived to enjoy our grand- 
children’s birthdays, to attend dinners honoring him, and to cele- 
brate Thanksgiving with us. It was a miracle. The care did not cure 
him. Nothing could have. The combination of treatments main- 
tained a life of quality and dignity without pain. We became even 
closer as a family rejoicing in his smiles, plateaus of strength, any 
improvement. We felt that our love, positive attitude, special nur- 
turing, notes of encouragement under his pillow, and urging him 
to continue to live as normal a life as possible were key to even 
minor improvements. 

I want to conclude with mention of myself, although I hope I am 
not in an end-of-life situation. I have followed the same regimen for 
11 years concentrating on maintaining a strong immune system 
after thyroid cancer and breast cancer twice. In one instance, my 
oncologist found a new lump and advised me to see a surgeon. I 
visualized that the lump disappeared. It did. When I was under- 
going radiation therapy, I suffered radiation burns. I went swim- 
ming daily and did Jin Shin Jytsu. Much to the radiologist’s sur- 
prise, the burns disappeared, enabling me to continue the therapy. 

There unfortunately comes a time when physical function de- 
clines, with death imminent. Even at this time, CAM is amelio- 
rating for the patient and family. When we no longer have a cure, 
CAM can bring healing and peace, giving the patient an oppor- 
tunity to grow as a whole person in contemplation of death, giving 
the family an appreciation for the process in which to come to 
terms with their fears, their anger that medicine cannot cure, and 
their realization that everything possible has been done. This re- 
sults in a peace that is essential but unusual. 

It resulted in Milton’s awareness almost to the moment of his 
death. He controlled the removal of supports and died in peace 
with my being in bed with him while our children embraced us. 
What we did was so unusual that it was verbally applauded 
throughout the hospital. 

While establishing the office, now Center for Complementary and 
Alternative Medicine at the NIH, was a forward step, the pace of 
exploring new modalities is agonizingly slow. This was frustrating 
to me and to others on the Alternative Medicine Program Council. 
That is why Berkley Bedell established the new foundation of 
which I am a trustee. That is why we need to consider accelerating 
the pace of studies and changing protocols. People are ill and 
dying. We must help them. The resources and results are there. 

If we cannot get proof scientifically that CAM is effective, we can 
assemble data from patients who have found good results from 
these treatments. What we consider alternative is in many coun- 
tries the basic standard of care which has cured ills or prevented 
them over thousands of years. Scientific proof, as we know it, may 
not be feasible although with cooperation through the World 
Health Organization, we can try to achieve international standards 
for herbs and other indigenous medicines. The lack of standards 
encouraged organization of a meeting of world leaders in which I 
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was privileged to participate in to begin the climb for uniformity 
in various categories. 

The NIH and other research agencies can assemble data and 
must do so from patients and families that will corroborate what 
I discovered personally. We must proceed at a faster clip and recon- 
sider our criteria for measuring success. Our Representatives and 
insurance companies must have the facts. They must understand 
that CAM is an integral part of today’s medicine, that it improves 
health and will save money for them in prevention as well. I would 
be delighted to join with this committee in your good work. Com- 
plementary medicine does succeed. 

[The prepared statement of Mrs. Marks follows:] 
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It is an honor to be here, especially with long time friends such as Congrcssincn Henn Waxinan 
and Tom Lanlos who shared goals with my husband in Califoniia over many years 

Thank you for the opportunity to speak about ‘improving Care at the End of Life \\i[h 
Complementary Medicine", a subject close to my heart since I Itave found it cffcctiNc in monitoring my 
healtli and in preserving length and quality of life for my husband. Senator Milton Marks. I gi\ c iribulc to 
liis courage which gave us strength. By making the clioice to utilize Complemcnlaiv Allcrnati% c Medicine 
(CAM), Uie patient and family feel empowered, which is beneficial in itself. 

But there arc questions tliat the medical profession and patients must ask.. For example, docs 
iniso soup, a central part of microbiolic diet, really help stave off cancer. Do the phytocslrogens in soy 
truly benefit heart disease? Are the endorphins that are released through e.vcrcise beneficial? OflciUiincs if 
we lliink so lliey are. 

Although some substantive studies are being undertaken, such as the one Dr. Dcbii Tripathy is 
spearheading at tlie University of California San Francisco rcgJirding effectiveness of Chinese and Tibetan 
Medicine as well as others by the University of Texas relating to Co Enzyme QIO. NIH. and the National 
Foundation for Alternative Medicine headed by your former colleague Berkley Bedell, there is. as >ct no 
scientific proof of complementary medicine’s efficacy. 

Its results arc anecdotal. 

Complementary indicates working wilJi conventional mainstream medicine while providing other 
interventions. Increasing number of healthcare insliluUons arc ulilizing such meiltods of health deiiveiy 
which patients are demanding. For example, the Stanford Faculty Development Program in end of life care 
is preparing a curriculum for end-of-life care. Conservatively speaking, at least 42% of people in this 
country are incorporating CAM in Uieir healtli care, spending almost $30 billion out-of-pocket. Tlie 
number of visits to alternative practitioners exceeds total visits to primary care physicians, according to the 
Journal of the American Medical Association wliich has also staled Uiat prayer is healing even wlien tlje 
patient, as was tlie case with my husband, does not know llial prayer is olTered. 

We should bear in mind tliat for many years chemoUierapy was unproven, but utilized. When )'ou 
consider tliat chemoUierapy, one of the central cancer treatments, often is not effective why would anyone 
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reject altenialivc ireatineiils that arc effective and improve the quality of life? No one (lucstions insurance 
coverage for chemotherapy, but there is resistance to cover ail but a few modalities of complcmcntars 
medicine. We arc struggling to detennine whetiicrCAM is merely palliative in terms of symptoms or 
whether sucli inlciACitlions alter tlic biologic course of a disease. 

I personally determined that it is effective in both ways in the last years of life u hen ni> husband 
was battling diabetes, heart and renal failure as well as other major ills. When his internist said he was the 
sickest patient he had ever seen who was not hospitalized and when his cardiologist despaired for his life, 
he and wc mainlaincd it with quality, dignity and incredible tciiglh. He received constant. aggres.sj\ c care 
from the best doctors in the world, who respected our zest for complementary medicine and encouraged us 
to bring practitioners to his hospital bed. Tlicy marveled that this tiealnicnl seemed to prolong his life. The 
medical system, while continuing incredible care, had given up hope. 1 am coiwinccd that the 
compiementary treatments gave the extra fillip to extend his life. 

When he was admitted to the hospital in his next to last ordeal, the clinical nurse said coldly." 

Mrs. Marks, I liad to let my mother go to the oilier side, you should let Senator Marks go. too." My 
response was dial it was not my decision. It was up to God and my husband . She would not talk u ith me 
until liis final admission when she indicated that we had proven Iier w rong. 

My husband received regular acupuncture treatments, massages, visits to a healer atid Jin Shin 
Jytsu (Japanese acupressure). His diet was changed to avoid foods hamifui to his condition. Before 
entering the hospital he became part of a support group. He participated in the Dean Oniish program of 
stress reduction, excercise and diet. He visualized tliat liis iieaith was hnprov ing and explored 
aromatiicrapy and healing music wiiich gave constant healing in his liospilal room. He wore an appropriate 
crystal. He consutned quantities of nutritional supplements such as Co Enzyme QIO, strong antioxidants 
and various Chinese herbs. Tliey are costly, tliereby eliminating a large segment of society from benefiting. 
Insurance paid notliing for the supplements Imf reimbursed for part of acupuncture and the Dean Ornish 
Program (Ornish only after a long battle with tlic insurance company). When Milton broke his shoulder, 
western pain medication made him hallucinate. We substituted Chinese herbs. Tlie pttin vanished. The 


liallucinations ceased. 
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We did ao( approve painful, diingerous convent ioiiai procedures. The floor nurses applauded our 
approach: the home health care imrecs were disparaging, llicy also created many other problems for ns. 

After he was hospitali/.cd for two and a half months with numerous downs such as aspiration 
pneumonia, we organized a day of prayer tliroughoul our city, prayer for his rccov crv-. with an outpouring 
of healing and love. 

And what liappcned? 

He was released from Die hospital. He lived for anotlter Uwee months with continuing 
compleinentaiy atre. He lived to enjoy our grandchildren's birthdiiys. to attend dinners honoring him. and 
to celebrate Tlumksgiving w ith us. It was a miracle. Tlic care did not cure him. Nothing could have But 
the combination of treatments inaintHiiicd a life of quality and dignity w ithout pain. We became even 
closer as a family rejoicing in his smiles, plateaus of strcngtJi any improvement. We felt that our hn c. 
positive attitude, special nurturing, notes of encouragement under his pillow and urging him to continue to 
live as nonuai a life as possible were key to even minor improvements 

I want to conclude with mention of myself allluHigh. I am not at an end of life situation. 1 ha\ c 
followed tire same regimen for 1 1 years concentrating on maintaining a strong immune system after thyroid 
cancer and iny second diagnosis ofbreast cancer. In one instance my oncologist found a new lump and 
advised me to see a surgeon. I visualized tliattlic lump distippcarcd. It did When I was undergoing 
radiation tlicrapy i sufTcred radiation bums. I went swimming daily and did Jin Sirin Jyutsn. Much to the 
radiologist's surprise the bums disappeared, enabling me to continue tire thcrap> . When I suffered from an 
irritating cough Clrat doctors e.xplored for years but could not rectify, a healer treated me for ten minutes and 
the cougli was gone. 

There unfortunately comes a time when |4rysical fimctioir declines, witir death iimnincnt. Even at 
tliis lime CAM is ameliorating for the patient and family. When we no longer have a cure. CAM can bring 
healing, and peace - giving the patient an opportuirity to grow as a whole person in contemplalioir of dc<ith. 
giving dte family an appreciation for lire process in which to come to terms with their fears, their anger tliat 
medicine caimot cure and Uieir realization that ever> 1 hing possible has been done. This results in a peace 
tliat is essential, but unusual. It resulted in MiU<Hi's awareness almost to tlie moment of Iiis dciith. He 
controlled (lie removal of supports and died in peace w ith my being in bed with iiim w hile our children 
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embraced us. T!hs wus \-crbaHy appfciudcd ibrcHigiKHit iIk We were coniforlcd by knowing ilial 

we were llicrc for him in every way. 

While estabiislhi^ the Oflice, now Center for Complcinenfaiy and Ahci native Medicine, ai the 
NIH was a forward step and good people arc working on (his agenda, (he pace of exploring new iiiodalilics 
is agonizingly slow, Tins was fnistrating lo me and lo odiers on (he Ahci iia(i\ c Medicine AdA isory 
Prograiris Council. TJiaf is why Berkley Becfoll (^abtished the new FowndtUioii. That is w hy nccti lo 
consider accelerating the pace of studies and changing (heir prcMocols. There is grcai need f’copJc ai e ill 
and dying. We must lielp them. The resources and results arc there. 

A friend who is a Jin Shin therapist, was diagnosed with shige IV Non-Hodgkin’s Lymphoma 
combined a bone narrow transplant with dmiy Jin Shin treatments. SIic left the hospital within ihicc weeks, 
the must rapid discharge of any lyiiiphoiiia bone marrow patient at Stanford. She is well. One of her 
physicians was perplexed dial there is so much questioning about complciucntary ntcdicinc w hon the 
results arc loud and clear. 

If we cannot get proof scicnlincally tltal CAM is eflcctivc. we can surely assemble data from 
patients who have found good results and utilize those trctilmcnls. What we consider altcnuitixc. is in 
many countries Uie basic standard of care wltich Itas cured ills or prcvetiicd them over thoitsands of years. 
Scientific proof as we know it may not be fca^ble althouglt with cooperation through the World Healtli 
Oiganization (WHO); we can try to acltieve intcniational standards for Itcrbs and otlicr indigenous 
medicines. The lack of standards encouraged organization of a meeting of world leaders in w hicli I was 
privileged to participate to begin the climb for uniformity in various categories. 1‘hc NIH and other 
research agencies can assemble data from patients and families dial w ill corroborate wlial I discovered 
personally. We must proceed at a faster clip and reconsider our criteria for measuring success. Our 
representatives and insurance companies must iiave the facts. Tltey must understand that CAM is an 
integral part of today’s medicine, that it improves health, and will save money for them in preveniioii as 
well, i would be delighted to join with Uiis committee in your good work. 

Compleineiitary medidne does succeed. 



58 


Mr. Burton. Thank you very much, Mrs. Marks. I think you 
have given us a little different perspective on a lot of things. I ap- 
preciate it. Dr. Tian. 

Dr. Tian. Mr. Chairman, my name is Dr. Xiao Ming Tian and my 
medical training in China was at Beijing Medical University in- 
cluding western medicine and Chinese medicine. My postdoctoral 
training was at NIH and also Johns Hopkins. I have practiced acu- 
puncture for more than 30 years in Beijing and in Maryland since 
1986. I have served as a clinical consultant on acupuncture at NIH 
Clinical Center since 1991. Currently, I am also conducting an NIH 
sponsored clinical trial evaluating acupuncture in the treatment of 
fibromyalgia in conjunction with Dr. Daniel Clauw at Georgetown 
Medical School. 

Traditional Chinese medicine has been used in China for more 
than 2,500 years and includes acupuncture, herbal medicine, herb- 
al remedies, and Qi gong. 

Acupuncture is a treatment using fine needles that are placed in 
certain body points, some of our 361 points. They are connected 
with various organ systems in our bodies. Acupuncture needles 
were FDA approved as medical instuments in March 1996. Acu- 
puncture can balance and enhance the vital energy flow in our 
body system to normalize our body function. In November 1997, 
NIH panel reviewed research on acupuncture and positively sup- 
ported its use as an effective, safe treatment for various disorders, 
including chronic pain, asthma, stroke, addiction, and nausea/vom- 
iting induced by chemotherapy and so on. 

The second important component of traditional Chinese medicine 
is herbal medicine and herbal remedies that are widely used 
throughout China and other Asian countries for the treatment and 
prevention for most disorders. There are more than 10,000 herbs. 
There are more than 650 recipes and formulas that have been doc- 
umented and used as official medicines in the hospitals and the 
clinic. It is getting popular in the United States and people try 
herbal remedies. NIH is supporting a study on herbal medicine and 
the remedies. 

No. 3 component is Qi gong, which is a form of a meditation with 
special movement that is used to balance or enhance the patient’s 
energy. External Qi can be manipulated by an experienced instruc- 
tor in treatment. Qi gong also can be taught to patients and used 
as a rehabilitative exercise. A patient can learn how to balance 
their mind and body in order to improve their health. It is even 
more beneficial when combined with acupuncture and herbal rem- 
edies. 

At NIH, I have treated more than 300 patients suffering from 
cancer, HIV/AIDS, arthritis, fibromyalgia, peripheral neuropathy, 
chronic pain, and diabetes. Most of them did not respond com- 
pletely to the conventional medicine and they were referred to me 
by the other physicians as the last hope. The treatment, acupunc- 
ture treatment, treats symptoms such as pain, nausea, vomiting, 
fatigue, depression associated with the disease, and also treats 
some conditions. Most patients made progress. Their symptoms and 
some conditions were considerably improved after treatment. 

Acupuncture treatment is tailored for the individual patient. 
Treatment may include acupuncture and Qi gong at the NIH Clin- 
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ical Center. In my private practice, I have treated more than 5,000 
patients for similar conditions, using acupuncture, Qi gong, and 
Chinese herbal remedies which are three major components of tra- 
ditional Chinese medicine. 

Most patients are happy with the satisfactory results. I have 
found these therapies especially effective for reducing pain, reduc- 
ing pain medications, and other medications. Other scientists have 
found these treatments also act to enhance the immune system by 
increasing interleukin 2 and the activity of natural killer cells. The 
therapies of traditional Chinese medicine can increase the quality 
of life by decreasing fatigue, depression and anxiety, and so on. 
They can also improve sleeping disorders and enhance general well 
being. In my experience, some positive changes can be noted imme- 
diately after the first treatment. I would like to share my experi- 
ence with a patient at NIH named Chuck. He had metastic ter- 
minal cancer, and suffered from very severe abdominal pain with 
a 36 hour episode of hiccups. He had not responded to the conven- 
tional treatments given at the NIH Clinical Center. And so Dr. 
Mitchell Max called me. He is the clinical Director of the Pain Clin- 
ic at NIH. He called me and said, “Ming, come over here; you are 
our last hope. This is a challenge because we tried everything. And 
he failed all the conventional treatment and his condition was mis- 
erable . . ..” 

After examining him and making a diagnosis, I decided to use six 
needles to treat him and after 20 minutes he felt better. He said, 
“Doctors, please leave me alone, let me go to sleep.” So after 12 
treatments of acupuncture and with the care of the other physi- 
cians and nurses at NIH, his condition was greatly improved after 
3 weeks. 

So most often acupuncture can be integrated with conventional 
western treatment. There is currently great interest by patients 
and their doctors for using acupuncture as a joint treatment. In 
fact, over the past 10 years, the use of acupuncture has increased 
greatly in the United States because of its effectiveness, safety, and 
low cost. Acupuncture has become a very important component of 
complementary and alternative medicine. 

Regarding insurance coverage, currently only a few insurance 
companies cover acupuncture. Medicare and many private insur- 
ance companies do not pay for this treatment, so many patients 
cannot take advantage of this treatment. I believe the health insur- 
ance industry should provide coverage for acupuncture treatment, 
especially Medicare. I also believe acupuncture should be consid- 
ered a medical specialty in our health care system. It plays a very 
important role in treating so many disorders and improving care at 
the end of life. 

Thank you for inviting me to testify. I will be very happy to an- 
swer any questions you may have. 

[The prepared statement of Dr. Tian follows:] 
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My name is Dr. Xiao Ming Tian. My medical training in China was at 
the Beijing Medical University and included studies in both Western 
Medicine and traditional Chinese Medicine. My postdoctoral research 
training was at the National Institutes of Health and at the Johns 
Hopkins Hospital. I have been practicing acupuncture for 30 years in 
Beijing and in Maryland since 1986. I have served as a clinical 
consultant on acupuncture at the NIH Clinical Center since 1991. I am 
currently conducting an NIH sponsored clinical trial evaluating 
acupuncture in the treatment of Fibromyalgia in conjunction with Dr. 
Daniel Clauw at Georgetown University Medical School. 

Traditional Chinese Medicine, which has been used in China for more 
than 2500 years, includes acupuncture, herbal medicine, herbal 
remedies, and Qi gong. 

ACUPUNCTURE is a treatment in which thin needles are placed in 
certain body points according to the 14 main Chinese acupuncture 
meridians and 361 points, which are connected with various organ 
systems in our bodies. These needles, which are now FDA approved 
medical devices, are manipulated so that they can balance and 
enhance vital energy flow in the body systems, to normalize body 
function. This vital energy, called Qi (Chee) in Chinese medicine. In 
November 1997, a NIH Panel reviewed the research on acupuncture 
and positively supported its use as an effective and safe treatment for 
various disorders, including chronic pain, asthma, strokes, addiction, 
and nausea/vomiting induced by chemotherapy, etc. 
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HERBAL MEDICINE AND REMEDIES are widely used throughout 
China and other Asian countries for the treatment and prevention of 
all medical disorders. There are more than 10,000 herbs and 650 
patent or regular remedies that have been documented and used as 
official medicines in hospitals and clinics. 

Ql GONG is a form of meditation with special movement that is used 
to balance or enhance a patient’s energy. External Qi can be 
manipulated by an experienced instructor in patient treatment. Qi 
gong can be taught to patients by a qualified instructor as a rehab 
exercise. Patient can learn how to balance their mind and body in 
order to improve their health. It is even more beneficial when 
combined with acupuncture or herbal remedies. 

At NIH, I have treated more than 300 patients for a variety of 
conditions including cancer, HIV/AIDS, arthritis, fibromyalgia, 
peripheral neuropathy, chronic pain and diabetes. This treatment has 
encompassed both the primary disorder, and symptoms such as pain, 
nausea, vomiting, fatigue, and depression that could be associated 
with the disease and/or its treatment, such as chemotherapy or 
radiation therapy. My particular focus has been palliative care, pain 
management, and end-of life care. 

Treatment is tailored for the individual patient and may include 
acupuncture and Qi gong at the NIH Clinical Center. In my private 
practice, I have treated more than 5000 patients for similar conditions 
using acupuncture, Qi gong, and Chinese herbal remedies, which are 
the three major components of Traditional Chinese Medicine. 

I have found these therapies especially effective for reducing pain, 
resulting in lower doses or discontinuation of pain medicines. Other 
scientists have found that these treatments also act to enhance the 
immune system by increasing interleukin 2 and the activity of natural 
killer cells. The therapies of Traditional Chinese Medicine can 
increase the quality of life by decreasing fatigue, depression, and 
anxiety. They can also improve sleeping disorders and enhance 
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general well being. In my experience, some positive changes can be 
noted immediately after the first treatment. Gradual improvement in 
the over all condition is often seen after about 15 treatments over 
approximately 3 to 5 weeks. Most often Acupuncture treatment is 
integrated with conventional Western treatment. 

there is currently great interest by both patients and their doctors for 
using acupuncture as an adjunct therapy. In fact, over the past 10 
years, the use of acupuncture has increased greatly in the US 
because of its effectiveness, safety and low cost. Acupuncture has 
become a very important component of Complementary Medicine. 

INSURANCE COVERAGE: Currently, only a few insurance 
companies reimburse for acupuncture treatment. Medicare and many 
private insurance companies do not yet pay for this treatment, so 
many patients cannot take advantage of this treatment. I believe that 
the health insurance industry should provide coverage for 
acupuncture treatment, especially Medicare. I also believe that 
acupuncture should be considered a medical specialty in our health 
care system. It plays a very important role in treating so many 
disorders and improving care at the end of life. 

Thank you for inviting me to testify. I would be happy to answer any 
questions you may have. 
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Mr. Burton. Thank you, Dr. Tian. I will start with Dr. Byock. 
Doctor, how many patients should one nurse have responsihility for 
in a hospice or a nursing home unit? 

Dr. Byock. Well, it differs. In a hospice program, optimally 10 
patients per nurse often works fairly well. Their patients are often 
at home being cared for by family primarily with the nurse and the 
interdisciplinary hospice team coordinating and obviously sup- 
porting that care. In an inpatient facility, an inpatient hospice fa- 
cility, again I would still have to say there is a range because there 
are different types of facilities. The one that we have in my town 
of Missoula, MT is a residential hospice facility where people are 
cared for as they would be in their own home. They simply need 
a place to be. 

In some more interventional oriented hospice facilities, they 
should be considered basically intensive care units. Hospice care, 
when it is done correctly, is intensive care and nurses should really 
only have to be managing two, three, four patients at most. But 
aides are an important part of this system in both hospice and in 
nursing homes. In nursing homes right now, sometimes there is 1 
RN on for 30, 60, more patients, and then at night sometimes no 
RN is on. There may be a licensed practical nurse on. The ratio of 
aides to people in nursing homes is really dramatically high or dra- 
matically low — the aide/patient ratio needs to be improved. 

At night, sometimes an aide has the responsibility of caring for 
over 20 residents. Just think how long that requires if somebody 
needs to be taken to the bathroom or is twisted up in their bed- 
sheets and needs help or needs pain medication. These are bedrock 
issues that we need to address. These days, many of us frankly are 
reluctant to do extensive teaching in nursing homes simply because 
the annualized turnover rate of the care providers there are so high 
that it is simply not cost effective for our time. 

We really need not break the bank of America to raise that ratio. 
When I sit with aides in nursing homes, often they say that they 
are simply not, you know, they cannot make ends meet themselves. 
They are often on welfare and they are looking for other jobs. They 
say we could make more money waitressing. And when I ask them 
then why do you do this, the most consistent answer, almost with- 
out change, is they say we love these people. And yet we are not 
giving them the time to do the care that they can do. 

Mr. Burton. I think that that is absolutely correct. I know in the 
case of my mom and dad the people were doing it, I think, in large 
part because they really developed an affection for them. 

Mr. Brinkley, you have trained what — 20,000 — ^you said? 

Mr. Brinkley. I have trained probably 4,000, but I have re- 
cruited more than 20,000. 

Mr. Burton. Now are these people paid at all? 

Mr. Brinkley. No way. 

Mr. Burton. They are all volunteers? 

Mr. Brinkley. Everyone is a volunteer. I accept donations but 
everyone is a volunteer. Compassion in Action is completely volun- 
teer based, and it just goes to show that out in this broad, wonder- 
ful country that we live in, the opportunity. Death is a really hor- 
rible thing for everyone to think to deal with, but there are people 
who have lost loved ones and who sincerely love to be in service. 
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They love it. I find it is one of the most rewarding things for me. 
If I had never gone through what we call “near death experiences,” 
there are a lot of different explanations for this, but I found a spir- 
itual context to my mental-physical life. I watch people who are 
looking for the same thing and that they can find a spiritual mo- 
ment. When you are helping someone in transition and helping 
that family, you gain a certain sense and control of your life. You 
get a new perspective on your own destiny. 

I am very adamant about hoping that every Congressman that 
runs and every Senator that runs spend some time in a VA and 
learns what people are going through and how much just their 
walking in the door and patting them on the hand, say how are you 
doing and spend 10 minutes means to them. 

There are a lot of people out there who want to help and by 
bringing this awareness that you guys are really looking at this 
gives them a comfort and a security and also the possibility that 
if there was a day care center somewhere in a VA where older vet- 
erans could look after children and children look after veterans, 
then there are single parents and single parent women, which con- 
sist of 73 percent of most of our hospice volunteers, who would 
have no problem coming to a VA. 

And, you know, service is service and I have been trying to figure 
out how to map these two together because if we have a lot of sin- 
gle parent families that don’t have a male figure, then let the male 
figure be that their mother is taking care of a veteran and maybe 
those veterans can come downstairs with the kids and interact and 
we have begun a full circle look that an old soldier can find the 
value of his life and a young person can find service and value of 
their family. 

Mr. Burton. If you have a program on paper that you think 
might be something that we could look at, we could at least talk 
to some of the health agencies here in Washington about it. Let me 
just ask one more question and then I will yield to you, Mrs. Mink. 
Mrs. Marks, you were talking about alternative therapies as an ad- 
junct to your husband’s conventional medicine. You are very force- 
ful in your statement and I just wish all my colleagues could hear 
that. There is no scientific evidence that some of those things work, 
but you just feel in your gut that it was really helpful to your hus- 
band? 

Mrs. Marks. The conventional medicine wasn’t working. So we 
tried the other and it did work. So I feel more than in my gut, I 
feel that it really does work, and I have noticed that it works with 
me or has worked with me when I needed it. 

Mr. Burton. Yes. I am glad that Henry was here to hear your 
statement because Henry has had some different feelings from time 
to time on alternative CAM and alternative therapy so since your 
husband was very close to Henry, I hope you will continue your di- 
alog with Henry because it could be very helpful. 

Mrs. Marks. I would be very glad to continue my dialog with all 
your committee and I would like to work with you because this is 
very, very important to me and to many Americans. I appreciate 
your interest and I appreciate that you are working with Beth Clay 
because she knows a great deal. 
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Mr. Burton. Beth, does that mean you are going to ask for more 
money? [Laughter.] 

Mrs. Mink. 

Mrs. Mink. Thank you, Mr. Chairman. I certainly benefited from 
all of your testimony and agreed basically with all the sentiments 
and ideas that have been expressed this afternoon. Mrs. Marks, the 
concept that you expressed with reference to alternative ways in 
which to deal with people who are in terminal situations and need- 
ing pain amelioration or palliatives or other kinds of support mech- 
anisms is very much a part of the alternative health methods that 
have been accepted and promoted in my State by the Native Ha- 
waiian community. So I wanted to share that with you. 

I have a general question to the panel and that is, NIH estab- 
lished, I believe, an Institute for Alternative Medicine not too many 
years ago and I wondered whether it is embracing some of the 
thoughts that you expressed today. Is there any sort of institu- 
tional acceptance of the end-of-life support mechanisms that need 
to be embraced by the National Institutes of Health? I don’t con- 
sider health only the traditional methods of treating illness. Health 
has got to be the whole person. And so when NIH adopted this In- 
stitute of Alternative Medicine, my hope was that it would enlarge 
and impact on all the other disciplines that are included in the 
NIH and that through the acceptance of this alternative medicine 
notion that it would then embrace the methodologies that are used, 
the approaches that are encouraged by all the other disciplines in 
cancer and heart disease and so forth. 

I wondered if that is a realistic hope for this NIH Institute or is 
there something more that we ought to be doing so that institu- 
tions like Medicare would not hesitate to compensate or pay or re- 
imburse for acupuncture treatments that are providing such relief 
to thousands of people in the country? So somewhere along the line 
we still have a mismatch in terms of accepting the importance of 
this, not an exclusive jurisdiction but certainly the importance of 
it in terms of end-of-life considerations or just pain in the case of 
Dr. Tian. It is not end of life. It is just to make quality of life better 
by following a particular discipline. So are there any comments you 
would like to make on that objective? 

Mr. Brinkley. I would like to make a comment and thank you 
very much for bringing it up. I followed the Office of Alternative 
Medicine from its very first day, from the town meetings all the 
way through the Chantilly report and have never missed a meeting 
or read anything that they produced. I find it woefully inadequate. 
I find it to be isolated and kept apart and I think of the people, 
and the thing that bothered me the most is from Chantilly until 
this year, you know, you are talking almost 10 years. I watched 
some of the people who are the leaders in this field in alternative 
and complementary medicine who are leaders, who have come and 
been a part of this program and the despair and the utter frustra- 
tion that I have witnessed by talking to them, and some of them 
have remained good friends of mine, and these are people who have 
gone on to improve quality of care, who have gone on and used 
these techniques in many places that so far not a single program 
and not a single thing has ever been accepted by the NIH. 
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The research paradigms and the studies that are done are kept 
scientifically clinical. I think it is going to take more push from you 
guys to go over and push that bunch around so they loosen up 
enough to create quality in end-of-life care. When you have no 
other choice like we are discussing, look at the results. There is 
where, no matter if it is anecdotal or not, there is where you see 
the true keys. 

Mrs. Mink. Somehow I get the impression that at NIH what they 
are pursuing is pure science and they do not look upon these other 
methods that are working so well as science. Somehow we have to 
find a way to break that mental block that so many of our medical 
researchers adhere to. Yes? 

Dr. Byock. I couldn’t agree with you more, and my own actual 
research work for strategic reasons has been in the area of the 
measurement of subjective quality of life. You said it yourself We 
are talking about end-of-life care. People are not going to be phys- 
ically healed. We already know that their time is short. But we can 
improve the quality of their lived experience for themselves and 
their family. 

The infrastructure, the basic tools for measuring subjective 
human experience are not well developed. They exist and they can 
be developed. We have done this in so many other areas of human 
endeavor. This is a key sort of a wedge issue because NIH has said 
that quality of life assessment is an important outcome measure. 
It needs to be, but so far the methodology has continued to go back 
to objective measures: how big is the tumor; how long does some- 
body live; what is their functional status? 

In fact, given the fact that we are all going to die and given the 
fact that the vast majority of us will die of a progressive illness, 
we know that functional status and physical deterioration is inevi- 
table and we really need to develop the thermometers, the basic 
measurement tools to measure subjective quality of life. If we were 
able to do that and really hold NIH and the research community 
to that as an important outcome measure, things like complemen- 
tary therapies would automatically be able to be measured and 
raised in their priorities. So we have some basic work to be done. 
There is wonderful stuff happening but it is to this point insuffi- 
cient. 

Mrs. Marks. I think your question to me is in several parts. One, 
we would like to see Medicare get involved, but I think if we get 
Medicare involved, we have to somehow discover what is happening 
with Medicare and where the waste is. We could use them in the 
complementary medicine very surely. Second, complementary medi- 
cine, although we are speaking about end-of-life, is very important 
in maintaining wellness and can cut down much of the cost and 
suffering in this country of people maintaining their health. 

Dr. McLanahan, who is here today, was the one who advised me 
on what I should give my husband. You can’t just go out there and 
take herbs willy-nilly. You have to know what you are doing. So 
that is another part. But I do think the NIH and the Center for 
Complementary and Alternative Medicine need to be made more 
aware that the American public really wants to zero in on this and 
let us have some speed in this and let us not be bogged down in 
the old methods of researching it. 
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Mr. McIntosh [presiding]. Thank you, Mrs. Marks. Dennis, I 
also have a couple of questions. Are you going to come hack after 
the vote? 

Mr. Kucinich. I hope to. 

Mr. McIntosh. I was going to suggest that perhaps you and I 
could split about 7 or 8 minutes before the vote and then if you get 
a chance to, you can come back. I will not be able to. 

Mr. Kucinich. All right. How about if we both do 5? 

Mr. McIntosh. Sounds good. Then the panel could be dismissed 
and we will go to the second panel after the vote. Let me ask you 
to be very specific and brief in your answers, but I really want to 
get through several questions for the record. Dr. Byock, what spe- 
cific complementary therapies do you think Medicare should cover 
at this time that they do not? 

Dr. Byock. I have no specific recommendations regarding that. 

Mr. McIntosh. Mr. Brinkley? 

Mr. Brinkley. I will take music therapy. Music therapy began 
in 1941 and 1942 in VAs before we knew what post-traumatic 
stress syndrome was. It was used between 1941 and 1947 as the 
exclusive method. It is noninvasive and it begins to show results. 
You can do serotonin levels. You can do endorphin levels, but you 
can watch a change in the quality of that person’s comfort zone. 

Mr. McIntosh. Have there been any studies that measured 
those? 

Mr. Brinkley. Hundreds of them, but still no one will bring it 
in as an active test because it opens the door on just what we were 
talking about. It opens the door to acceptability. 

Mr. McIntosh. Let me ask unanimous consent that we keep the 
record open for 10 days for additional material. And Mr. Brinkley, 
if you could submit maybe a summary of those tests that we could 
include in the record for the hearing? 

Mr. Brinkley. Absolutely. It would be a pleasure, sir. 

[The information referred to follows:] 
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Wien Med Wochenschr. 1998;I48(6):155-8. German. 

PMID; 9757510; UI: 98430076. 

OzMQetal [See Related Articles] 

Treating CAD with Cardiac Surgeiy Combined with Complementary Therapy. 

Medscape Womens Health. 1996d^;l(10):?. 

[Record as supplied by publisher] 

PMID: 9746651. 
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Escher J. [See Related Articles] 

[Significance of music in modem medicine]. 

Schweiz Rundsch Med Prax. 1998 Aug 5;87(3l-32):987-96. Review. German. No abstract available. 
PMID: 9745342: UI: 98417863. 

Lovino M, et al. [See Related Articles] 

[Voice, sounds and music; allies for taking care]. 

Soins Pediatr Pueric. 1998 Jun;( 182): 13-7. French. No abstract available. 

PMID: 9739321; UI: 98411638. 

Bouteioup P. [See Related Articles] 

[Music and pediatric psychiatry]. 

Soins Pediatr Pueric. 1998 Jun;{182);7-12. French. No abstract available. 

PMID: 9739320; UI: 98411637. 

Jaubert G, et al. [See Related Articles] 

[Music in the hospital. A means of development of expression]. 

Soins Pediatr Pueric. 1998 Jun;(182):4-6. French. No abstract available. 

PMID: 9739319; UI: 98411636. 

Rufo M. [See Related Articles] 

[The little girl who was afraid of holes]. 

Soins Pediatr Pueric. 1998 Jun;( 182);3. French. No abstract available. 

PMID: 9739318; UI: 98411635. 

Laporte L, et al. [See Related Articles] 

[Aphasic patients regain the pleasure of communicating]. 

Infirm Quc. 1998 Jul-Aug;5(6):32-6. French. No abstract available. 

PMID: 9739240; UI: 984 1 1557. 

Pelletier L, et al. [See Related Articles] 

[Child psychiatry. Promoting a positive self Image}. 

Infirm Que. 1 998 Jul- Aug;5(6):26-3 1 . French. No abstract available. 

PMID; 9739239; UI; 98411556. 

Rykov M, et al. [See Related Articles] 

Bibliography for music therapy in palliative care, 1963-1997. 

Am J Hosp Palliat Care. 1998 May-Jun;15(3):l74-80. No abstract available. 

PMID: 9729964; UI: 98399663. 

Hoffman J, [See Related Articles] 

Music therapy and home care. 

Caring. 1998 Sep;17(9):46-8. 

PMID: 10185400; UI: 99004515. 

[No authors listed] [See Related Articles] 

Auditory integration training and facilitated communication for autism. American Academy of 
Pediatrics. Committee on 
Children with Disabilities. 

Pediatrics. 1998 Aug;i02{2 Pt l):431-3. 

PMID: 9685446; UI: 98352255. 

Levin Yal. [See Related Articles] 

"Brain music" in the treatment of patients with insomnia. 

Neurosci Behav Physiol. 1998 May'Jun;28(3):330-5. 
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PMID; 9682240; Ui: 98347162. 

Brewer JF. [See Related Articles] 

Healing sounds. 

Complement Ther Nuts Midwifery. 1998 Feb;4(l):7-12. 

PMID: 9677927; UI: 98342891. 

Leung CM, et al. [See Related Articles] 

Karaoke therapy in the rehabilitation of mental patients. 

Singapore Med J. 1998 Apr;39(4); 166-8. 

PMID: 9676147; UI: 98340798. 

Chian L. [Sec Related Articles] 

Effectiveness of a music therapy intervention on relaxation and anxiety for patients receiving ventilatory 
assistance. 

Heart Lung. 1998 May-Jun;27(3); 169-76. 

PMID: 9622403; UI: 98283746. 

Evers S. [See Related Articles] 

[Status of music therapy in inpatient pediatrics and child and adolescent psychiatry]. 

Prax Kmdeipsychol Kindeipsychiatr. 1998 Apr;47(4);229-39. German. 

PMID: 9617188; UI; 982S0174. 

Taylor LK, et al. [See Related Articles] 

The effect of music in the postanesthesia care unit on pain levels in women who have had abdominal 
hysterectomies. 

J Perianesth Nurs. 1998 Apr;l3(2):88-94, 

PMID: 9592448; UI: 98254784. 

Pacchetti C, et al. [See Related Articles] 

Active music therapy and Parkinson’s disease; methods. 

Funct Neurol. 1998 Jan-Mar;13(l):57-67. 

PMID: 9584875; UI: 98244266. 

Field T, et al. [See Related Articles] 

Music shifts frontal EEG in depressed adolescents. 

Adolescence. 1998 Spring;33(129):109-16. 

PMID: 9583665; UI; 98242967. 

Luskin FM, et al. [See Related Articles] 

A review of mind-body therapies in the treatment of cardiovascular disease. Part I; Implications for die 
elderly. 

Altera Ther Health Med. 1998 May;4(3):46-6l. Review. 

PMID; 9581321; UI: 98242422, 

Plassit MT, et al. [See Related Articles] 

[Tlie story of Marina. Nursing care plans]. 

Soins Pediatr Pueric. 1998 Feb;(180}:14-6. French. No abstract available. 

PMID; 9574082; UI: 98235171. 

Gumeniuk VA, et al. [See Related Articles] 

[Systems analysis of colour music corrective effect]. 

Vestn Ross Akad MedNauk. 1998;(2): 18-25. Russian. 

PMID: 9567714; UI: 98229132. 

Mutschler JL. [See Related Articles] 
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[The music therapist and the elderly]. 

Soins Gerontol. 1998 Feb;(ll):35-6. French. No abstract available. 

PMID: 9555500; UI: 98216338, 

Good M, et ai. [See Related Articles] 

The effects of Western music on postoperative pain in Taiwan. 

Kao Hsiung I Hsueh Ko Hsueh Tsa Chih. 1998 Feb;14(2);94-103. 

PMID: 9542366; UI: 98203489. 

McGairy TJ, et al. [See Related Articles] 

Implementation of groups for creative expression <mi a psychiatric inpatient unit. 

J Psychosoc Nurs Ment Health Ser\'. 1998 Mar;3^3):19-24. 

PMID: 9547484; UI: 98208700. 

Friedman EH. [See Related Articles] 

Neurobiology of the effect of relaxation music on patient tolerance of gastrointestinal endoscopic 
procedures. 

J Clin Gastroenterol. 1998 Jan;26(l):92. No abstract available. 

PMID: 9492877; UI: 98153889. 

Watt D, et al. [See Related Articles] 

Wellness programs: a review of the evidence. 

CMAJ. 1998 Jan27;158(2):224-30. Review. 

PMID: 9469146; UI; 98130398. 

McGany N. [See Related Articles] 

If music be the food of recovery, play on.... 

World It Nurs. 1996 Sep-Octi4(5): 19-20. No abstract available. 

PMID: 9456918; UI: 98118034. 

Miller L. [See Related Articles] 

The human face of elderly care? 

Complement Ther Nurs Midwifery, 1995 Aug; 1(4): 103-5. Review. 

PMID: 9456719; UI: 98117835. 

Spendlovc C. [See Related Articles] 

In tune with clients. 

Nurs Times. 1997 Dec 10-16;93(5D):58-9.Noabstractavailable, 

PMID: 9455298; UI: 98116476. 

Maurer RL Sr, et al [See Related Articles] 

Phenomenological experience in response to monotonous drumming and hypnotizability. 

Am J Clin Hypn. 1997 Oct;40{2); 130-45. 

PMID: 9385724; UI: 98046834. 

Aikman E, et al. [See Related Articles] 

[The effect of constant baroque music on premature infants]. 

Curationis. 1997 Jui;2<X2): 17-20. Afrikaans. No abstract available. 

PMID: 9418409; UI: 98079632. 

Schmid-Ott G, el al. [See Related Articles] 

[Inpatient treatment of a patient with large duodenal diverticulum and psychogenic vomiting— somatic 
and psychosomatic 
approach). 

Versicherungsmedizin. 1997 Oct 1;49(5): 173-7. German. 

PMID: 9417744; UI: 98014048. 
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Jonas-Simpson C. [See Related Articles] 

Living the art of the human becoming theory. 

Nurs Sci Q. 1997 Wmter;10(4):175-9, 

PMID: 9416119; UI: 98078021. 

Bampton P, et al. [See Related Articles] 

Effect of relaxation music on patient toleraiK^ of gastrointestinal endoscopic procedures. 

J Clin Gastroenterol, 1997 Jul;25(l):343-5. 

PMID; 9412917; UI: 98074397. 

Ragneskog H, et al. [See Related Articles] 

Music and other strategies to improve the care of agitated patients with dementia. Interviews with 
experienced staff 

Scand J Caring Sci. 1997;! l(3):176-82. 

PMID: 9349059; UI: 98009772. 

Bailey SS. [See Related Articles] 

The arts in spiritual care. 

Semin Oncol Nurs. 1997 Nov;13(4):242-7. 

PMID: 9392030; UI: 98053518. 

Reilly M. [See Related Articles] 

Music distraction in bum patients; influencing postprocedure recall. 

Semin Perioper Nura. 1997 Oct;6(4);242*5. 

PMID: 9386570; UI: 98047801. 

Morrissey M, et al, [See Related Articles] 

Snoezelen: benefits for nursing older clients. 

Nurs Stand. 1997 Oct 8;12(3):38-40. Review. 

PMID: 9370672; UI: 98038005. 

Kneafsey R. [See Related Articles) 

The therapeutic use of music in a care of the elderly setting: a literature review. 

J Clin Nurs. 1997 Sep;6(5):34U6. Review. 

PMID: 9355467; UI: 98017101. 

Cunningham MF, et al. [See Related Articles] 

Introducing a music program in the perioperative area. 

AORN J. 1997 Oct;66(4):674-82, Review. 

PMID: 9337469; UI; 97478626. 

Jonas-Simpson C. [See Related Articles] 

The Parse research method through music. 

Nurs Sci Q. 1997 Fall; 10(3): 112-4. No abstract available. 

PMID; 9335848; UI; 97476564. 

Purdie H, et al. [See Related Articles] 

Music therapy; facilitating behavioural and psychological change in people with stroke— a pilot study. 
Int J Rehabil Res. 1 997 Sep;20(3);325-7. No abstract available. 

PMID: 9331582; UI: 97472623. 

Kawashima M, [See Related Articles] 

[Possibility of research on the effect of movement and music therapy]. 

Kango Kenkyu. 1997 Jan-Feb;30(l):47-51. JapancM. No abstract available. 

PMID: 9305062; UI: 97450072. 
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Sammon TJ. [See Related Articles] 

A piece of my mind. March music. 

JAMA. 1997 Sep 10;278(10):816. No abstract available. 

PMID: 9293979; UI: 97438204. 

Fielo SB, et al. [See Related Articles] 

Movement to gospel music: an alternative therapy for nursing home residents. 

Nurse Educ. 1997 Jul-Aug;22(4);5-6. No abstract available. 

PMID: 9287709; UI: 97433823. 

Denney A. [See Related Articles] 

Quiet music. An intervention for mealtime agitation? 

J Gerontol Nurs. 1997 Jul;23(7):16-23. Review. No abstract available. 

PMID: 9287602; UI: 97433709. 

McKinney CH, et al. [See Related Articles] 

Effects of guided imagery and music (GIM) therapy on mood and cortisol in healthy adults. 
Health Psychol. 1997 Jul;16(4):390-400. 

PMID: 9237092; UI: 97380302. 

Field T, et al. [See Related Articles] 

Job stress reduction therapies. 

Altem Ther Health Med. 1997 Jul;3(4):54-6. 

PMID: 9210776; UI: 97354504. 

Manning J. [See Related Articles) 

Music therapy. 

Br J Theatre Nurs. 1997 Jun;7(3):33-4. Review. No abstract available. 

PMID: 9257569; UI; 97401965. 

Hoffman J. [See Related Articles] 

Tuning in to the power of music. 

RN. 1997 Jun;60(6);52-4. Review. No abstract available. 

PMID: 9220887; UI: 97364655. 

Debrabant C. [See Related Articles] 

[Casts and music in children]. 

Rev Infirm. 1997 May;(27);4- 1 1 . French. No abstract available. 

PMID; 9277320; UI; 97423378. 

Convers E, et al. [See Related Articles] 

[Music and professional practice]. 

Soins Pediatr Pueric. 1997 May;(176): 14-9. French. No abstract available. 

PMID: 9239115; UI: 97381926. 

[No authors listed] [See Related Articles] 

[Music, coma: a staff project]. 

Soins Pediatr Pueric. 1997 May;(176):13. French. No abstract available. 

PMID: 9239114; UI: 97381925. 

Schneider G. [See Related Articles] 

[Nursing care of the coma awakening . The contribution of song]. 

Soins Pediatr Pueric. 1997 May;(176):l 1-2. French. No abstract available. 

PMID: 92391 13; UI: 97381924. 
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Nakagami Y. [See Related Articles] 

[Hospice program and palliative medicine]. 

Gan To Kagaku Ryoho. 1997 May;24{7):792-9. Japanese. 

PMID; 9170516; UI: 97314174. 

Byers JF, et al. [See Related Articles] 

Effect of a music intervention on noise annoyance, heart rate, and blood pressure in cardiac surgery 
patients. 

Am J Grit Care. 1 997 May;6(3): 1 83-91 . 

PMID: 9131 197; UI; 97277821. 

Reiser RM, et al. [See Related Articles] 

The use of music during the immediate postoperative recovery period. 

AORN J. 1997 Apr;65(4);777-8, 781-5. 

PMID; 9093740; UI: 97247613. 

Watkins GR. [See Related Articles] 

Music therapy: proposed physiological mechanisms and clinical implications. 

Clin Nurse Spec. 1997 Mar;l l(2):43-50. Review. 

PMID: 9233140; UI: 97377446. 

Covington H, et al. [See Related Articles] 

Music therapy as a nursing intervention. 

J Psychosoc Nurs Ment Health Serv. 1997 Mar;35(3):34-7. 

PMID: 9076708; UI: 97231313. 

[No authors listed] [See Related Articles] 

Art for art's sake. 

Nurs Stand, 1997 Feb 12;ll(2l):26-7. No abstract available. 

PMID: 91 10777; UI: 97264991. 

Vray HX, et al. [See Related Articles] 

[At the crossroads of memory: music]. 

Rev Infirm. 1997 Feb;(23-24): 12-6. French. No abstract available. 

PMID: 9128707; UI: 97274622. 

Shirakura K, et al. [See Related Articles] 

[Behavior therapy of patients with alcoholism]. 

Nippon Rinsho. 1997 Feb;55 Suppl:427-36. Review. Japanese. No abstract available. 

PMID: 9078768; UI: 97233865. 

McKinney CH, et al. [See Related Articles] 

The effect of selected classical music and spontaneous imagery on plasma beta-endorphin. 

J Behav Med. 1997 Feb;20(l):85-99. 

PMID: 9058181; UI: 97211183. 

Levin lal. [See Related Articles] 

["Music of the Brain" in the treatment of insomnia patients]. 

Zh Nevropatol Psikhiatr Im S S Korsakova. 1997;97(4):39-43. Russian. 

PMID: 9214187; UI: 97311961. 

Adler HM. [See Related Articles] 

Toward a multimodal communication theory of psychotherapy: the vicarious coprocessing of 
experience. 

Am J Psychother. 1997 Winter;51{l):54'66. 

PMID: 9139548; UI: 97205667. 
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Janelli LM, et al. [See Related Articles] 

Music intervention with physically restrained patients. 

RehabilNurs. 1997 Jan-Feb;22(l):14-9. 

PMID: 9110838; UI; 97265052. 

Tyler H. [See Related Articles] 

Promising notes. 

Nurs Stand. 1996 Dec 11;U{12);19. No abstract available. 

PMID: S974245; UI: 97129737. 

Madrid M. [See Related Articles] 

[Hospital nursing conducted according to Rogers' theory. The participating process of human field 
patterning in a clinical 
environment]. 

Pflege. 1996 Dec;9{4):246-54; discussion 255-6. German. 

PMID: 9006250; UI; 97158892. 

Belin P, et al. [S^ Related Articles] 

Recovery from nonfluent aphasia after melodic intonation therapy: a PET study. 

Neurology. 1996 Dec;47(6):1504-n. 

PMID: 8960735; UI: 97120064. 

Good M. [See Related Articles] 

EftecK of relaxation and music on postoperative pain: a review. 

J Adv Nurs. 1996Nov;24(5);905-14. Review. 

PMID: 8933249; UI: 97087246, 

Gillam T. [See Related Articles] 

Mental health. Sounds good. 

Nurs Times. 1996 Oct 9-15;92(4I):28-30. No abstract available. 

PMID: 8932148; UI: 97086074, 

Green W, [See Related Articles] 

Musical medicine. 

Mich Health Hosp. 1996 Nov-Dec;32(6):16. No abstract available. 

PMID: 10162201; UI: 97075851- 

Ragneskog H, et al. [See Related Articles] 

Dinner music for demented patients; analysis of video-recorded observations. 

Clin Nurs Res. 1996 Aug;5{3);262-77; discussion 278-82. 

PMID: 8850771; UI: 97003440. 

Sabo CE, et al. [See Related Articles] 

The influence of personal message with music on anxiety and side effects associated with 
chemotherapy. 

Cancer Nurs. 1996 Aug;19<4):283-9. 

PMID: 8768686; UI: 96333983. 

Janiszewski M, et al. [See Related Articles] 

[Studies on the use of music therapy as a form of breathing exercise in bronchial asthma). 

Pol Merkuriusz Lek. 1996 Jul;l(l):32-3. Polish. 

PMID: 9156S88; UI: 97267209. 

Timmennann T. (See Related Articles] 

[Establishing a healing relationship in a nonverbal manner. Psychotherapy series, 13: Music therapy]. 
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FortschrMed. 1996 May 30;114(15):14, 16. German. No abstract available. 

PMID: 8778015; UI: 96366699. 

Yates M, et al. [See Related Articles] 

Working in harmony. 

Nuts Stand. 1996 Apr 3;10(28):24-5. No abstract available. 

PMID: 8695507; UI: 96339929. 

Chang JH. [See Related Articles] 

[The nursing care of schizqjhrenic patients taking music therapy]. 

Qiuiig Hua Hu Li Tsa Chih. 1996 Apr;3 1(4): 199-200. Chinese. No abstract available. 
PMID: 8826207; UI: 96423606. 

James K. [See Related Articles] 

[Art therapy and studios for expression. Interview with Kim James]. 

Soins Psyckatr. 1996 Apr;( 182): 17-20. French. No abstract available. 

PMID: 8717664; UI: 96361264. 

Klein SA, et al. [See Related Articles] 

Enhancing pediatric health care with music. 

J Pediatr Health Care. 1996Mar-Apr;10(2):74-81. Review. 

PMID: 8847608; UI: 96403347. 

O'Callaghan CC. [See Related Articles] 

Pain, music creativity and music therapy in palliative care. 

Am J Hosp Palliat Care. 1996 Mar-Apr;13(2):43-9. Review. 

PMID: 8716327; UI: 96345213. 

&adley E. [See Related Articles] 

Spiritualcise mind-body exercise program. 

Diabetes Educ. 1996 Mar-Apr;22(2): 1 17-8. No abstract available. 

PMID: 8697960; UI: 96336988. 

Kaminski J, et al. [See Related Articles] 

The effect of soothing music on neonatal behavioral states in the hospital newborn nursery. 
Neonatal Nctw. 1996 Fcb;l5(I):45-54. 

PMID; 8700082; UI: 96333557. 

Green KS. [See Related Articles] 

Can music therapy reduce anxiety in theatre? 

Br J Theatre Nuns. 1996 F^;5(I l):24-5, 27. No abstract available. 

PMID: 8695937; UI: 96328054. 

Johnston K, et at. [See Related Articles] 

An introduction to music dierapy: helping the oncology patient in the ICU. 

Crit Care Nurs Q. 1996Feb;l8{4):54-60. Review. 

PMID: 8689453; UI: 96317275. 

Chambliss C, et al [See Related Articles] 

Motor performance of schizophrenics after mellow and frenetic antecedent music. 

Percept Mot Skills. 1996 Feb;82(l):153-4. 

PMID: 8668470; UI: 96236154. 

Roberts J. [S^ Related Articles] 

A harmonious atmosphere. 

Nurs Times. 1996 Jan 24-30;92(4):60-l. No abstract available. 
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PMID: 8710663; UI: 96193580. 

Marwick C. [See Related Articles] 

Leaving concert hall for clinic, therapists now test music's 'charms'. 

JAMA. 1996 Jan 24-3 1 ;275(4):267-8. No abstract available. 

PMID: 8544252; UI; 96144519. 

TsenovaB. [See Related Articles] 

[Regulative music therapy and training as a means for enhancing adaptive potentials and for overcoming 
fatigue and 
stress]. 

ProblKhig. 1996;21:44-51. Bulgarian. 

PMID: 9190599; UI: 97278442. 

Filippini JF, et al. [See Related Articles] 

[Some useful basics of functional anatomy for a better understanding of the pain phenomenon]. 

Rev Laryngol Otol Rhinol (Bord). 1996;117(2):75-8. French. 

PMID: 8959923; UI: 97119100. 

Andritzky W. [See Related Articles] 

[Alternative treatment in psychiatric and psychotherapy facilities in Germany]. 

Gesundheitswesen. 1996 Jan;58(l):21-30. German. 

PMID: 8851128; UI: 970038 17. 

Zimmerman L, et al. [See Related Articles] 

The effects of music interventions on postoperative pain and sleep in coronary artery bypass graft 
(CABG) patients, 

Sch Inq Nurs Pract. 1996 Summer; 1 0(2): 153-700; discussion 171-4. 

PMID: 8826769; UI: 96424169. 

Ragneskog H, et al. [See Related Articles] 

Influence of dinner music on food intake and symptoms common in dementia. 

ScandJ Caring Sci. 1996;10(l):n-7. 

PMID: 8715781; UI; 96361200. 

Samuels M. [See Related Articles] 

Environmental design technologies; strategies for incorporating art as a healing force. 

J Healthc Des, 1996;8:137-8. No abstract available. 

PMID: 10160307; UI: 96383714. 

Eisenman A, et al. [See Related Articles] 

Music therapy for patients undergoing regional anesthesia. 

AORN J. 1995 Dec;62(6):947-50. No abstract available. 

PMID: 9128748; UI; 97274663. 

Purdie H, et al. [See Related Articles] 

Models of music therapy intervention in stroke rehabilitation. 

Int J Rehabil Res. 1995 Dec;18(4);341-50. Review. No abstract available. 

PMID: 8748055; UI: 96342315. 

Langenberg M, et al. [See Related Articles] 

[Music therapy single case research— a qualitative approach]. 

Psychother Psychosom Med Psychol. 1995 Dec;45(12):4 18-26. German. 

PMID: 8584627; UI: 96137655. 

Standley JM, et al. [See Related Articles] 
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Therapeutic effects of music and mother’s voi<» m premature infants. 

PediaCrNurs. 1995 Nov-Dec;21(6):509-12,574. 

PMID; 8700604; UI; 96334589. 

Henry LL. [See Related Articles] 

Music therapy: a nursing intervention for the control of pain and anxiety in the ICU: a review of the 
research literature. 

Dimens Crit Care Nurs. 1995 Nov-Dec;14(6):295-304. Review. 

PMID: 8631212; UP 96232089. 

Janelli LM, et a!. (See Related Article] 

Exploring music intervention widi resfrained patients. 

Nurs Forum. 1995 Oct-Dec;30(4):12-8. 

PMID: 8700743; UI: 96325905. 

Wimpory D, ct al. [See Related Articles] 

Brief report; musical interaction therapy for children with autism: an evaluative case study with two- 
year follow-up, 

J Autism Dev Disord. 1995 Oct;25{5):541-52. No abstract available. 

PMID: 8567598; UI: 96153718. 

Burke M, et al. [See Related Articles] 

Music therapy following suctioning; four case studies. 

Neonatal Netw. 1995 Oct;14(7):41-9. 

PMID: 7565526; UI: 96027281. 

Keller VE. [See Related Articles] 

Management of nausea and vomiting in children. 

J PediatrNurs. 1995 Oct;10(5);280-6. Review. 

PMID: 7500253; UI: 96052303. 

Hicks F. [See Related Articles] 

The role of music therapy in the care of the newborn. 

Nurs Times. 1995 Sep 20.26;9l(38);31-3. 

PMID; 7567535; UI: 9601 1222. 

Momhinweg GC, et al. [See Related Articles] 

Music for sleep disturbance in the elderly. 

JHolistNurs. 1995 Sep;13(3):248-54. 

PMID: 7650351; UI: 95378637. 

Friedlin JC. [See Related Articles] 

[Towards better attention while accompanying patients to the end of their lives. Harmonic song]. 
Krankenpfl Soins Infirm. 1995 Aug;88(8):9-16. French. No abstract available. 

PMID: 7564178; UI: 96056486. 

Ochiai N, et a!. [See Related Articles] 

[Perioperative management of a patient widi severe bronchial asthma attack]. 

Masui. 1995 Aug;44(8); 1124-7. Japanese. 

PMID: 7474312; UI; 96073498. 

Blumenstein B, et al. [See Related Articles] 

The augmenting role of biofeedback: effects of autogenic, imagery and music training on physiological 
indices and athletic 
performance. 

J Sports Sci. 1995 Aug;13(4):343-54- 
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PMID: 7474048; UI: 96034456. 

Andritzky W. [See Related Articles] 

[Medical students and alternative medicine— a survey], 

Gesundheitswesen. 1995 Jun;57(6):345-8. German. 

PMID: 7663074; UI: 95392102. 

Blumenstein B, et al. [See Related Articles] 

Regulation of mental states and biofeedback techniques: effects on breathing pattern. 
Biofeedback SelfRegul. 1995 Jun;20(2);I69-83. 

PMID: 7662752; UI; 95391750. 

Chian LL. [See Related Articles] 

Psychophysiologic responses of mechanically ventilated patients to music: a pilot study. 

Am J Crit Care. 1995 May;4{3):233-8. 

PMID: 7787918; UI; 95307639. 

Wingruber M. [See Related Articles] 

[Mutabor-ambulatory intensive promotion for patients with acquired brain damage]. 
Rehabilitation (Stuttg). 1995 May;34(2): 101-5. German. 

PMID: 7624589; UI: 95350438. 

Deeken A. [See Related Articles] 

[Deatii education as a way to improve the quality of life of cancer patients after a relapse]. 

Gan To Kagaku Ryoho. 1995 Apr;22 SuppI 1:22-5. Review. Japanese. 

PMID: 7747987; UI: 95266856. 

Mynchcnberg TL, et al. [See Related Articles] 

A relaxation protocol to reduce patient anxiety. 

Dimens Crit Care Nurs. 1995 Mar-Apr;14(2):78-85. 

PMID: 7889802; UI: 95196518, 

Sambandham M, et al. [See Related Articles] 

Music as a nursing intervention for residents with Alzheimer's disease in long-term care. 

Gcriatr Nurs. 1995 Mar-Apr;16(2):79-83. No abstract available. 

PMID: 7774824; UI: 95293239. 

Bamason S, et al. [See Related Articles] 

The effects of music interventions on anxiety in the patient after coronary artery bypass grafting. 
Heart Lung. 1995 Mar-Apr;24(2):124.32. 

PMID: 7759273; UI: 95279129. 

Engelmaim I. [See Related Articles] 

[Music therapy in psychiatric clinics. Questionnaire study on utilization and realization]. 
Nervenarzt. 1995 Mar;66(3);2 17-24. Review. German. 

PMID; 7753247; UI: 95272755. 

Tomaino CM. [See Related Articles] 

Music and music therapy for frail noninstitutionalized elderly persons. 

J Long Term Home Health Care. 1994 Spring; 13(2):24-7. No abstract available. 

PMID: 10135326; UI: 94319611. 

Hinojosa RJ. [See Related Articles] 

A research critique. Intraoperative music therapy: effects on anxiety, blood pressure. 

Plast Surg Nurs. 1995 Winter;15(4):228-30; discussion 230-1. No abstract available. 

PMID: 8710976; UI: 96339735. 
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Standley JM, et al. [See Related Articles] 

Music therapy research and applications in pediafric oncology treatment, 

J Pediatr Oncol Nurs. 1995 Jan;12(l):3-8; discussion 9-10. Review. 

PMID: 7893459; UI: 95200590, 

Good M, [See Related Articles] 

A con^arison of the effects of jaw relaxation and music on postoperative pain. 
Nurs Res. 1995 Jan-Feb;44(l):52-7. 

PMID: 7862546; UI: 95166664. 

Inselmann U. [See Related Articles] 

[Treatment of psychotic patients with music therapy]. 

Z Klin Psychol Psychopathol Psychother. 1995;43{3):249-60. German. 

PMID: 7645316; UI: 95373248. 

Sadowski L, et al. [See Related Articles] 

[Voice-mood; psycholinguistic therapy with psychiatric patients]. 

Wien Med Wochenschr. 1995;145(9);20i-6. German. 

PMID: 7638972; UI: 93366180. 

PopoviciM. [See Related Articles] 

Melodic intonation therapy in the verbal decoding of aphasics. 

Rom JNeurol Psychiatry. 1995 Jan-Mar;33(l);57-97. 

PMID: 7547372; UI: 96054187. 

Lespinasse F. [See Related Articles] 

[The music studio]. 

Soins Psychiatr. 1994 DeC'1995 Jan;(I70-171):10-3. French. No abstract available. 
PMID; 7886494; UI: 95192755, 

Winter MJ, et al. [See Related Articles] 

Music reduces stress and anxiety of patients in die surgical holding area. 

J Post Anesth Nurs, 1 994 Dec;9(6);340-3. 

PMID; 7707258; UI: 95222464. 

Bastin A. [See Related Articles] 

[Well-being wi^ music]. 

FNIB Info. 1994 Dec;(6):6-7. French, No abstract available. 

PMID: 7662269; UI: 95391240. 

Jonas CM. [See Related Articles] 

True presence through music for persons living their dying. 

NLN Publ. 1994 Dec;(15-2670):97-104, No abstract available. 

PMID: 7596792: UI: 95319906. 

Hanser SB, et al. [See Related Articles] 

Effects of a music therapy strategy on depressed older adults. 

J Gerontol. 1994 Nov;49(6):P265-9. 

PMID; 7963281; UI: 95052337. 

Fontaine DK. [See Related Articles] 

Nonpharmacologic management of patient distress during mechanical ventilation, 
Crit Care Clin. 1994 Oct;10(4):695-708- Review. 

PMID; 8000922; UI: 95094045. 
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Casby JA, et al. [See Related Articles] 

The effect of music on repetitive disruptive vocali^tions of persons with dementia. 

Am J Occup Ther. 1994 Oct;48(10):883-9. 

PMID: 7825703; UI: 95126243. 

Lederer W. [See Related Articles] 

Combining medical technology and practical patient care: die MRI evaluation. 

AAPPO J. 1994 Sep-Oct;4(5);18-21. No abstract available. 

PMID: 10150667; UI: 95367727. 

Toolan PG, et al. [See Related Articles] 

Music therapy, a description of process: engagement and avoidance in five people widi learning 
disabilities. 

J Intellect Disabil Res. 1994 Aug;38 ( Pt 4):433-44. 

PMID: 7949794; UI: 9503711 1. 

Tang W, et al. [See Related Articles] 

Rehabilitative effect of music therapy for residual schizophrenia. A one-month randomised controlled 
trial in Shanghai. 

Br J Psychiatry Suppl. 1994 Aug;(24):38-44. 

PMID: 7946230; UI: 95033056. 

Guengard F. [See Related Articles] 

[Neonatology service. Admission, care and music]. 

Soins Gynecol Obstet Pueric Pediatr. 1994 Aug-S^;(159-160):5-9. French. No abstract available. 
PMID: 7747263; UI: 95266077. 

Bouteloup P. [See Related Articles] 

[Musicians in neonatology]. 

Soins Gynecol Obstet Pueric Pediatr. 1994 Aug-Sep;(159-160):20-5. French. No abstract available. 
PMID; 7747260; UI: 95266074. 

Evans MM, et al. [See Related Articles] 

Music: a diversionary therapy. 

Todays OR Nurse. 1994 Jul-Aug; 16(4): 17-22. 

PMID: 8066587; UI: 94345527. 

Iliukhina VA, et al. [See Related Articles] 

[Methodological approaches to a psychophysiological basis for the possibilities of correcting emotional 
disorders by a 

dynamic acoustic-wave field in the mode of super-slow physiological processes]. 

Fiziol Cheloveka. 1994 Jul-Aug;20(4);29-39. Russian. No abstract available. 

PMID: 7813844; UI: 95113245. 

Daniels GJ, et al. [See Related Articles] 

Nursing diagnosis and natural therapies. A symbiotic relationship. 

JHolistNurs. 1994 Jun;12(2):184-92. 

PMID: 8195575; UI: 94253548. 

Goddaer J, et al. [See Related Articles] 

Effects of relaxing music on agitation during meals among nursing home residents with severe cognitive 
impairment. 

Arch Psychiatr Nurs. 1994 Jun;8(3); 150-8. 

PMID: 8080303; UI: 94361542. 

Updike PA. [See Related Articles] 
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Aesthetic, spiritual, healing dimensions in music. 

NLN Publ. 1994 Jun;(14-261 1):291-300. No abstract available. 

PMID: 7971205; UI: 95061334. 

Palakanis KC, et al. [See Related Articles] 

Effect of music therapy on state anxiety in patients imdergoing flexible sigmoidoscopy. 

Dis Colon Rectum. 1994 May;37(5):478-81. 

PMID: 8181411; UI: 94237089. 

Kirk R, et al. [See Related Articles] 

Computer music in the service of music therapy; the MIDIGRID and MIDICREATOR systems. 

Med Eng Phys. 1994 May;16(3):253-8. 

PMID: 8061913; UI: 94340197. 

Coughlan A. [See Related Articles] 

Music therapy in ICU. 

Nurs Times. 1994 Apr 27-May 3;90(17):35. 

PMID: 8177790; UI: 94232872. 

Luban-Plozza B. [See Related Articles] 

[Music: art and therapy]. 

Rev Med Suisse Romande. 1994 Apr;l 14(4):373-5. French. No abstract available. 

PMID: 8197359; UI: 94255663. 

Maler T, et al. [See Related Articles] 

[Description of musical expression and initial results of the Lubeck music therapy model]. 
Psychother Psychosom Med Psychol. 1994 Mar-Apr;44(3-4): 122-7. German. 

PMID: 8177938; UI; 94233123. 

Esperon-Berta J. [See Related Articles] 

[Music in a care project for the elderly]. 

Soins Psychiatr. 1994 Mar;(161):33-5. French. No abstract available. 

PMID: 7809704; UI: 95108652. 

Schroeder-Sheker T. [See Related Articles] 

Music for the dying: a personal account of the new field of music-thanatology— history, theories, and 
clinical narratives. 

JHolistNurs. 1994 Mar;12(l):83-99. 

PMID: 7806853; UI: 95105536. 

Bat-Haee MA. [See Related Articles] 

Behavioral training of a young women wiA Rett syndrome. 

Percept Mot Skills. 1994 Feb;78(l):314. No abstract available. 

PMID: 8177679; UI: 94232754. 

Jochims S. [See Related Articles] 

[Establishing contact in the early stage of severe craniocerebral trauma: sound as the bridge to mute 
patients]. 

Rehabilitation (Stuttg). 1994 Feb;33(l):8-13. German. 

PMID: 7513085; UI: 94218528. 

Stevens MM, et al. [See Related Articles] 

Pain and symptom control in paediatric palliative care. 

Cancer Surv. 1994;21:211-31. Review. 

PMID: 8564995; UI: 96157339. 
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Mavely R, et al. [See Related Articles] 

Consider karaoke. 

Can Nurse. 1994 Jan;90(l):22-4. No abstract available. 

PMID: 8313337; UI: 94147358. 

Elliott D. [See Related Articles] 

The effects of music and muscle relaxation on patient anxiety in a coronary care unit. 
Heart Lung. 1994 Jan-Feb;23(l):27-35. 

PMID: 8150641; UI; 94201000. 

Miluk-Kolasa B, et al. [See Related Articles] 

Effects of music treatment on salivary cortisol in patients exposed to pre-surgical stress. 
Exp Clin Endocrinol. 1994;102(2):1 18-20. 

PMID: 8056055; UI: 94333502. 

Bonder BR. [See Related Articles] 

Psychotherapy for individuals with Alzheimer disease. 

Alzheimer Dis Assoc Disord. 1994;8 Suppl 3:75-81. Review. 

PMID: 7999349; UI: 95092297. 

Jonas CM. [See Related Articles] 

True presence through music. 

Nurs Sci Q. 1994 Fan;7(3):102-3. No abstract available. 

PMID: 7970324; UI: 95060394. 

Aldridge D. [See Related Articles] 

Alzheimer's disease: rhythm, timing and music as therapy. 

Biomed Pharmacother. 1 994;48(7):275-8I . 

PMID: 7858157; UI: 95161637. 

Lindsay S. [See Related Articles] 

Music in hospitals. 

BrJHospMed. 1993 Dec 15-1994 Jan l8;50(ll):660-2. 

PMID: 8124548; UI; 94170186. 

Borchgrevink HM. [See Related Articles] 

[Music, brain and medicine]. 

Tidsskr Nor Laegeforen. 1993 Dec 10;113(30):3743-7. Review. Norwegian. 

PMID: 8278963; UI: 94105927. 

Volkoff ME, et al. [See Related Articles] 

[Music for caring]. 

Krankenpfl Soins Infirm. 1993 Dec;86(12):58-9. French. No abstract available. 

PMID: 8121160; UI: 94166379. 

Gerdner LA, et al. [See Related Articles] 

Effects of individualized music on confused and agitated elderly patients. 

Arch Psychiatr Nurs. 1993 Oct;7(5):284-91. 

PMID: 8257197; UI: 94079424. 

Escher J, et al. [See Related Articles] 

[Music tiierapy and internal medicine]. 

Schweiz Rundsch Med Prax. 1993 Sep 7;82(36):957-63. German. 

PMID: 8210848; UI: 94023601. 

Escher J, et al. [See Related Articles] 
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[Music during gastroscopy). 

Schweiz Med Wochenscli. 1993 Jul 3; 123(2^:1354-8. German. 

PMID: 8393585; UI: 93342465. 

PedenAR. [See Relat^i Artides] 

Musk: making die connection with penKins vfho are homeless. 

J Psychosoc Nuts Ment Healfli Serv. 1993 Jul;3 1(7): 17-20. 

PMID: 8366491; UI: 93375484. 

Ishii C, et al. [See Related Articles] 

of music on relieving pain associated with a compulsory poshire]. 

Nihon Kango Kagakkaishi. 1993 Ju1;13(l):2G-7. Japanese. 

PMID: 8364698; UI: 93373017. 

Schorr JA. [See Related Articles] 

Music and i^ttem change in chronic pain. 

ANS Adv Nurs Sci. 1993 Jun;15(4):27-36. 

PME*: 8512302; UI: 932^317. 

GaratMC. [See Related Articles] 

[Speech and music]. 

Soins Psydiiate. 1993 Jtm-Jul;(152-l53):16-8. French. No absteact available. 

PMID; 8128273; UI: 94174333. 

Cohen B. [See Related Articles] 

The sound of music. Using songs to stimulate patients' minds and bodies, music therapists bring an 
imaginative approach 
to rehabilitation. 

ContinCare. 1993 Juq; 12(5):17-22. No abstract available. 

PMID: 10148816; UI: 93905002. 

Brown J. [See Related Articles] 

Heavens, yesi Exceptional people and their practices: studies in excellence. 

Am J Hosp Palliat (^e. 1993 May-Jun;10(3):36-9. No abstract available. 

PMID: 8312080; UI: 94145783. 

Gatimany NN. [See Related Articles] 

Musical pleasure. 

Int J Psychoanal. 1993 Apr;74 ( Pt 2):383-91 . 

PMID: 84915^; UI: 93259724. 

M, et at. [l^e Related Articles] 

The music therapy of an anorectic mentally handicapped adult. 

Br J Med Psychol. 1993 Mar;66 ( Pt 1):33-41. 

PMID: 8485076; UI: 93249912. 

JaslicteRW. [^ Relied Articles] 

Even l^ckgFOund music can affect Itstenera. 

Am J Occup Ther. 1993 Mar;47(3):268. No abstract available. 

PMID: 8456929; UI: 93207051. 

Babinski R. [See Related Articles] 

[The musical v^L A unique proj^ in palliative care]. 

Nuts Que. 1^3 Mar-A|H’;13(2):32-3. French. No abstract available. 

PMID: 8455862; UI; 93205308. 
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Leonard JE. [See Related Articles] 

Music therapy: fertile ground for application of research in practice. 

Neonatal Netv^. 1993 Mar;12(2):47-8. 

PMID: 8446081; UI: 93188803. 

Heaney CJ. [See Related Articles] 

Evaluation of music therapy and other treatment modalities fay adult psychiatric inpatients. 

J Music Ther. 1992 Summer;29(2):70-86. 

PMID: 10121512; UI: 93018655. 

Sheppard S. [See Related Articles] 

Endpiece. The language of the emotions. 

Prof Nurse. 1993 Feb;8(5);334. No abstract availafale. 

PMID: 8451253; UI: 93197306. 

Gaudiier PA, et al. [See Related Articles] 

[Music therapy]. 

Can Nurse. 1993 Feb;89(2);46-8. French. 

PMID: 8443781; UI: 93185029. 

Memory BC, et al. [See Related Articles] 

Music dierapy in medical settings. 

N C Med J. 1993 Fefa;54(2):91-4. No abstract available. 

PMID: 8433755; UI: 93165122. 

Aldridge D. [See Related Articles] 

Music and Alzheimer's disease-assessment and therapy: discussion paper. 

' J R Soc Med. 1993 Feb;86(2):93-5. No abstract available. 

PMID: 8433315; UI: 93164167. 

MacLean B. [See Related Articles] 

Music debate continues. 

J Gerontol Nurs. 1993 Feb;19(2):5-6. No abstract avaikble. 

PMID: 8429195; UI: 93155447. 

Bellet M, et al. [See Related Articles] 

[A music therapy workshop for demented persons]. 

Soins Psychiatr. 1993 Feb;(I48):31-3. French. No abstract available. 

PMID: 8235761 ; UI: 94053904. 

SHvka HH, et al. [See Related Articles] 

Working with children of cancer patients. 

Caring. 1993 Feb;12(2):90-2, 94-5. 

PMID: 10125768; UI: 93265651. 

Harris CS, et al. [See Related Articles] 

A comparison of the effects of hard rock and easy listening on die frequency of observed inappropriate 
behaviors: 

control of environmental antecedents in a large public area. 

J Music Ther. 1992 Spring;29(l):6-17. Review. 

PMID; 101 18493; UI: 92291 680. 

HanserSB. [See Related Articles] 

Using music therapy as distraction during lumbar punctures. 

J Pediatr Oncol Nuts. 1993 Jan;10(l):2. No abstract available. 

PMID: 8489596; UI: 93168334. 
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Folta RH. [See Related Articles] 

Music: arousing the human spirit. 

J Christ Nurs. 1993 Sprmg;10(2);27-9. No abstract available. 

PMID: 8459353; UI: 93210651. 

Crowe BJ. [See Related Articles] 

Music therapy credentials. 

J Psychosoc Nujs Ment Health Serv. 1993 Jai^31(l):4. No abstract available. 
PMID: 8421269; Ul: 93132729. 

Magill-Levreauit L. [See Related Article] 

Music therapy in pain and symptom management. 

J Palliat Care. 1993 Winter;9(4):42-8. 

PMID: 8133409; UI; 94180265. 

O’Caliaghan CC. [See Related Articles] 

Communicating with bram-imt^ired palliative care patients through music therapy. 
J Palliat Care. 1993 Wmter;9(4):53-5. 

PMID: 7510806; UI; 94180268. 

Salmon D, [See Related Articles] 

Music and emotion in palliative care. 

J Palliat Care. 1993 Winter;9(4):48-52. 

PMID; 7510804; UI; 94180266. 

Porchet-Munro S. [See Related Articles] 

Music therapy perspectives in palliative care education. 

J Palliat Care. 1993 Winter, 9(4):39-42. 

PMID: 7510803; UI; 941^264. 

Mandel SE. [See Related Articles] 

The role of the music therapist on the hospice/palliative care team. 

J Palliat Care. 1993 Wmter;9(4):37-9. 

PMID; 7510802; UI: 94180263. 

Eeg S. [See Related Articles] 

[PsychiaUic-free room to play]. 

Sygeplejersken. 1992 Dec 16;92(5 1):18“9. Danish. No abstract available. 

PMID: 1300656; UT: 93242535. 

Mazer S, et al. [See Related Articles] 

Design technology: beyond silence-music as environmental design. 

J Healthc Des. 1993;5:151-7. No abstract available. 

PMID; 10128964; Ul: 94004642. 

Jochims S. [See Related Articles] 

[Depression in die elderly. Contiibution of music therapy to grief work]. 

Z Gerontol. 1992 Nov-Dec;25(6):391-6. German. 

PMID: 1481566; UI: 93127696. 

Braben L. [See Related Articles] 

A song for Mrs Smith. 

Nurs Times. 1992 Oct 7-i3;88(4I):54. No atelract available. 

PMID: 1491979; UI: 93149798. 
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Cameron TM. [See Related Article] 

Music perhaps best used by music teachers. 

Am J Occup Ther. 1992 Oct;46(10);955. No abstract available. 

PM10: 1463070; Ul: 93098317. 

BodeM,etaL [See Related Articles] 

[Music therapy in a child and adolescent psychiatry department]. 

Prax Kinderpsychol Kinderpsychiatr. 1992 Oct;4l(8):293-7. German. 

PMID: 1438056; UI: 93066003. 

Kim SY, et al. [See Related Artides] 

[A study of psychiatric patient perceived effect and expectancy of activity therapy]. 

Taehan Kanho. 1992 Sep-Oct;31(4):62-76- Korean. 

PMID: 1491544; UI: 93148580. 

Stevens KM. [See Related Articles] 

My mom^nrn dieirs! A case ^dy of music during childbirth. 

J Aust Coll Midwives. 1992 S^;5{3):27-30. 

PMID: 1471946; Ul: 93111875. 

Elliott D. [See Related Articles] 

A review of mmii^ strategies to reduce patient anxiety in coronary care. Part 2. 

Aust Crit Care. 1992 Sep;5(3):10-6. 

PMID: 1450642; UI: 93082066. 

Muego C. [See Related Articles] 

Dying at home. 

Nins BC. 1992 Sep-Oct;24(S):22-6. No abstract available. 

PMID: 1420547; UI: 93042248. 

Radziewicz RM» et al. [See Related Articies] 

Using diversional activity to enhance coping. 

Cancer Nuts. 1992 Aug;15(4):293-8. 

PMID: 1504959; UI: 92370606. 

Chen X. [See Related Articles] 

(Active mtteic therapy for senile d^ression]. 

Chung Hua Shen Ching Ching Shen Ko Tsa Chih. 1992 Aug;25(4):208-10, 252-3. Chinese. 

PMID: 1478135; UI: 93121844. 

Baiter L. [Stee Related Artidra] 

Mentel health: invisible arts. 

Nur Stand. 1992 Jul 15-21;6{43): 18-9. No abstract available. 

PMID: 1503952; Ul: 92368913. 

LaneD. (See Related ^tides] 

Music ttierai^: a gift beyond itteasure. 

Oncol Nurs Forum. 1992 Jul;I9(6):863-7. No abstract available. 

PMID: 1635867; UI: 92342534. 

Lipe A. [See Related Articles] 

Musical debate. 

J Gerontol Nurs. 1992 Jul;18(7):3-4. No abstract available. 

PMID: 1629530; UI: 92332942. 

Brown J. [See Related Articles] 
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Music dying. 

Am J Hosp Palliat Care. 1992 Jul“Aug;9(4): 17-20. No abstract available. 

PMID: 1457229; UI: 93090506. 

Biley F. [See Related Articles] 

Use of music in therapeutic care. 

Br JNurs. 1992 Jun 1 1-24;1(4): 178-9. 

PMID: 1643374; UI: 92353530. 

Caunt H. [See Related Articles] 

Preoperative nursing intervention to relieve stress. 

Br JNurs. 1992 Jun 1 1-24; 1(4): 17 1-2, 174. 

PMID: 1643372; UI: 92353528. 

Parrot V. [See Related Articles] 

[When the music begins]! 

Rev Infirm. 1992 Jun;42(l 1):4. French. No abstract available. 

PMID: 1381843; UI: 92396984. 

Momhinweg GC. [See Related Articles] 

Effects of music preference and selection on stress reduction. 

J Holist Nurs. 1 992 Jun; 1 0(2): 101-9. 

PMID: 1301419; UI: 93246602. 

Biley F. [See Related Articles] 

Complementary therapy: using music in hospital settings. 

Nurs Stand. 1992 May 20-26;6(35):37.9. 

PMID: 1622782; UI: 92322450. 

Crevoisserat M. [See Related Articles] 

A student’s perspective. 

Nev Rnformation. 1992 May; 1(2): 19-20. No abstract available. 

PMID: 1635609; UI: 92342225. 

Dardart E. [See Related Articles] 

[Touch and music in neonatology or the maintenance of the parent-child bond]. 

Rev Infirm. 1992 May;42(9):24-8. French. No abstract available. 

PMID: 1513999; UI: 92383485. 

Campinha-Bacote J, et al. [See Related Articles] 

Ethnomusic therapy and the dual-diagnosed Ahkan-American client. 

Holist Nurs Pract. 1992 Apr;6(3):59-63. No abstract available. 

PMID: 1564073; UI: 92226193. 

Jonas JL. [See Related Articles] 

Preferences of elderly music listeners residing in nursing homes for art music, traditional jazz, popular 
music of today, and 
country music. 

J Music Ther. 1991 Fall;28(3):149-60. 

PMID: 101 14566; UI: 92044202. 

MacRae A. [See Related Articles] 

Should music be used therapeutically in occupational therapy? 

Am J Occup Ther. 1992 Mar;46(3):275-7. Review. 

PMID: 1373034; UI: 92214564. 
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Cohen-Mansfield J, et al. [See Related Articles} 

Observational data on time use and behavior problems in the nursing home. 

J Appl Gerontol. 1 992 Mar; U( 1 ): 1 1 1 -2 1 . 

PMID: 10116942; UI: 92207385. 

Heitz L, et al. [See Related Articles] 

Effect of music therapy in the postanesthesia care unit: a nursing intervention. 

J Post AnesthNurs. 1992 Feb;7(l):22-31. 

PMID: 1735869; UI: 92139394. 

Groller B. [See Relate! Articles] 

[Effectiveness of combined relaxation exercises for children with bronchial asthma}. 

Kinderarztl Prax. 1992 Feb;60{l):12-6. German. 

PMID: 1556846; UI: 92211901. 

Sakata A. [See RelsUc^ Articles] 

[Assisting disabled elderly people to live to the best of their abilities. Music dierapy for the elderly with 
dementia at 

Belland General Hospital in Osaka]. 

Kango. 1992 Feb;44(2):37-46. Japanese. No abstract available. 

PMID: 1305187; UI: 93287480. 

Glyim NJ, [^e Related Articles] 

The music therapy assessment tool in Alzheimer’s patients. 

J Gerontol Nurs. 1992 Jan;18(l):3-9. 

PMID; 1740613; UI: 92156556. 

White JM. [Sec Related Articles] 

Music therapy: an intervention to reduce anxiety in die myocardial infarction patient. 

Clin Nurse Spec. 1992 Summer;6(2);58-63. 

PMID: 1617576; UI: 92315127. 

Rasco C. [See Related Articles] 

Using music therapy as distraction during lumbar punctures. 

JPediaU Oncol Nurs. 1992 Jan;9(l):33-4. No abstract available. 

PMID: 1596387; UI: 9228I72I. 

Whipple B, et al. [See Related Articles] 

Quantification of the effects of listening to music as a noainvasive method of pain control. 

Sch Inq Nurs Pract 1992 Spring;6(l):43-58; discussion 59-62. 

PMID: 1585086; UI: 92262960. 

Lehtonen K, et al. [See Related Articles] 

Projective drawings as an aid to music therapy. 

Acta Paedopsychiatr. 1992;55(4):23 1-3. 

PMID: 1492554; UI: 93150861. 

Evere S. [See Related Articles] 

Music therapy in the treatment of autistic children. Medico-sociological data from the Federal Republic 
of Germany. 

Acta Paedopsychiatr. 1992;55(3): 157-8. 

PMID: 1414349; UI: 93034263. 

Weisberg J, et al. [See Related Articles] 

Drama, humor, and music to reduce family anxiety in a nursing home. 

GeriatrNurs. 1992 Jan-Feb;13(l):22-4. No abstract a>^lable. 
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PMID: 1317808; UI: 92283458. 

Petersen P. [See Related Articles] 

[The dialogic principle in medical treatment]. 

Wien Med Wochenschr. 1992;142(23-24):553-6. German. 

PMID: 1296401; UI: 93206516. 

Wellendorf B. [See Related Articles] 

[Senile dementia. Music as a bridge between the past and the present]. 

Sygeplejersken. 1991 Dec 1 1 ;91(50):22-4. Danish. No abstract available. 

PMID: 1817360; UI: 92285855. 

Caine J. [See Related Articles] 

The effects of music on the selected stress behaviors, weight, caloric and formula intake, and length of 
hospital stay of 

premature and low birth weight neonates in a newborn intensive care unit. 

J Music Then 1991 Winter;28(4): 180-92. Review. 

PMID: 10160836; UI: 92235583. 

Smith DS, et al. [See Related Articles] 

Music therapy practices in gerontology. 

J Music Then 1991 Winter;28(4):193-2I0. 

PMID: 10117419; UI: 92235584. 

McIntyre T, et al. [See Related Articles] 

Effects of various music conditions on multiple dimensions of behavior of emotionally disturbed 
adolescents. 

Psychol Rep. 1991 Dec;69(3 Pt l):1007-8. 

PMID: 1784647; UI: 92150546. 

Hamer BA. [See Related Articles] 

Music therapy: harmony for change. 

J Psychosoc Nurs Ment Health Serv. 1991 Dec;29(12):5-7. 

PMID; 1774700; UI; 92130143. 

Gaberson KB. [See Related Articles] 

The effect of humorous distraction on preoperative anxiety. A pilot study. 

AORN J. 1991 Dec;54(6); 1258-64. No abstract available. 

PMID: 1768073; UI: 921 17529. 

Reker T. [See Related Articles] 

[Music therapy evaluated by schizophrenic patients]. 

Psychiatr Prax. 1991 Nov;18(6):216-2I. German. 

PMID: 1771203; UI: 92123808. 

Beck SL. [See Related Articles] 

The therapeutic use of music for cancer-related pain. 

Oncol Nurs Forum. 1991 Nov-Dec;18(8):I327-37. 

PMID: 1762973; UI: 92107764. 

Besner G. [See Related Articles] 

[Diversion and relaxation within the hospital ... what an idea]. 

Nurs Que. 1991 Nov-Dec;l l(6):76-82. French. No abstract available. 

PMID: 1719457; UI: 92050524. 

Perschbacher R. [See Related Articles] 
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Music therapy provides comfort, stimulation for residents. 

Provider. 1991 Nov;17(i 1):37. No abstract available. 

PMID: 10120090; UI: 92383191. 

Owens MK, et al. [See Related Articles] 

Literature review of nonpharmacologic methods for the treatment of chronic pain. 

Holist Nurs Pract. 1991 Oct;6(l):24-31. Review. No abstract available. 

PMID: 1918182; UI: 92011961. 

Brooker E. [See Related Articles] 

Just a song at twilight. 

Nurs Times. 1991 Sep 18-24;87(38):32-4. No abstract available. 

PMID: 1896365; UI; 91375911. 

Hooper J. [See Related Articles] 

Music hath charms.... 

Nurs Times. 1991 Sep ll-17;87(37);40-l. No abstract available. 

PMID: 1896344; UI; 91375890. 

Randall T. [See Related Articles] 

Music not only has charms to soothe, but also to aid elderly in coping with various disabilities. 
JAMA. 1991 Sep ll;266(10);l323-4, 1 329. No abstract available. 

PMID: 1880855; UI: 91350253. 

Timmermann T, et al. [Sec Related Articles] 

[Music therapy single case process research— development and organization of a research field]. 
Psychother Psychosom Med Psychol. 1991 Sep-C)ct;41(9-!0):385*91. German. 

PMID: 1946913; UI; 92052900. 

O'Sullivan RJ. [See Related Articles] 

A musical road to recovery; music in intensive care. 

Intensive Care Nurs. 1991 Sep;7(3):l60-3. 

PMID: 1918902; UI; 92012893. 

Schmierer A. [See Related Articles] 

[Use of relaxation sound tracks in the dental office]. 

Zahnarztl Prax. 1991 Aug 9;42(8):286-8. German. No abstract available. 

PMID: 1950195; UI: 92057218. 

Evers S. [See Related Articles] 

[The case of Maria Theresia Paradis (1759-1824). On the treatment of (hysterical?) amaurosis in a 
musician with music 
and suggestion]. 

Klin Monatsbl Augenheilkd. 1991 Aug;199(2);l22-7. German. 

PMID: 1960933; UI: 92072216. 

Durham E, et al. [See Related Articles] 

Relaxation therapy works. 

RN. 1991 Aug;54(8):40-2. No abstract available. 

PMID; 1866585; UI: 91327147. 

Fitzsimmons L, et al. [See Related Articles] 

Variables influencing cardiovascular function. 

J Cardiovasc Nurs. 1991 Jul;5(4):87-9, 

PMID; 2051186; UI: 91268833. 
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White J, et al. [See Related Articles] 

Music therapy: a means of reducing anxiety in die myocardial infarction patient. 

Wis Med J. 1991 Jul;90(7):434-7. Review. No abstract available. 

PMI0; 1891947; UI: 91368551. 

Steelman VM. [See Related Articles] 

Relaxing to die beat; music dierapy in perioperative nursing. 

Todays OR Nurse. 1991 Jul;13(7):18>22. 

PMID: 1853431; UI: 91306233. 

Lemon J. [See Related Articles] 

Music therapy: sharing die sounds of life. 

Contemp Longterm Care. 1991 Jun;14(6}:96. No abstract available. 

PMID: 10110840; UI: 91256111. 

Radhakishnan G. [See Related Articles] 

Music therapy— a review. 

HealA Bull (Edinb). 1991 May;49(3): 195-9; discussion 199-200. Review. No abstract available. 
PMID: 1917455; UI: 92010761. 

PavliccvicM. (Sw Related Articles] 

Music d^rapy in Scotland: an introduction. 

Health Bull (Edinb). 1991 May;49(3);191-5; discussion 199. No abstract available. 
miD: 1917454; UI: 92010760. 

Konert J. [See Related Articles] 

[Art-an underrated medical aid]? 

Z Aretl Ford)ild (Jena). 1991 Apr 10;85(7):335-6. German. No abstract available. 

PMID: 2063597; UI; 91289642. 

Cooper J. [See Related Articles] 

Songs that soothe. 

N 2 Nuts J. 1991 Apr;84(3):22-3. No abstract available. 

PMID: 2027623; UI; 91226870. 

Bbliea E, et al. [See Related Articles] 

[Group music therapy in the comprehensive management of psychosis]. 

Minerva Psichiatr. 1991 Apr-Jun;32(2):109-17. Italian. 

PMID: 1870411; UI; 91333349. 

Doo(b' SB, et al. [See Related Articles] 

Noaphaimacologic interventions for pain management. 

Crit Care Nurs Clin North Am. 1991 Mar;3(1);69-75. 

PMID: 2043331; UI; 91254674. 

CoIliEffi SK, et al. [See Related Articles] 

Music therapy in die neonatal intensive care imit. 

Neonate! Netw. 1991 Mar;9{6):23-6. No abstract available. 

PMID: 2000074; UI: 91155910. 

Nelson HE, et al. [See Related Articles] 

Practical ways of alleviating auditory hallucinations. 

BMJ. 1991 Feb 9;302(6772):327. No absfract available. 

PMID: 2001507; UI: 91159732. 

NiedeckenD. [See Related Articles] 
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[Within the boundaries of music. Case report: Music therapy with a pre-psychotic adolescent. 
Importance of music in 

psychotherapeutic processes]. 

Psychother Psychosom Med Psychol. 1991 Feb;4l{2):77-82. Gennan. 

PMID: 2027931; UI; 91227426. 

Slifer KJ, et al. [See Related Articles] 

Music enhances patients’ comfort during MR imaging. 

AJR Am J Roentgenol. 1991 Feb;156(2):403. No abstract available. 

PMID: 1898824; UI: 91096682. 

Silion I. [See Related Articles] 

[Melotherapy (II— III)]. 

Rev Med Chir Soc Med Nat Iasi. 1991 Jan-Jun;95(l-2):77-8, 176. Romanian. No abstract available. 
PMID: 1823433; UI; 92376413. 

Steinberg R, et al. [See Related Articles] 

Music psychopathology. IV. The course of musical expression during music therapy with psychiatric 
inpatients. 

Psychopathology. 1 99 1 ;24(3); 121-9. 

PMID: 1754642; UI: 92094065. 

Verdeau-Pailles J. [Sec Related Articles] 

[Aspects of psychodierapies. Music therapy and its specificity]. 

Encephale. 1991 Jan-Feb;17(l):43-9. Review. French. 

PMID: 1669034; UI: 94008664. 

Petrushin VL [See Related Articles] 

[The theoretical bases of music psychotherapy]. 

Zh Nevropatol Psikhiatr ImS S Korsakova. 1991;91(3):96-9. Russian. No abstract available. 

PMID: 1646553; UI: 91263536. 

Frandsen JL. [See Related Articles] 

Music is a valuable anxiolytic during local and regional anesthesia. 

Nurse Anesth- 1990 Dec;l{4): 181-2. No abstract available. 

PMID; 2285727; UI: 91 137658. 

Steelman VM. [See Related Articles] 

Intraoperative music therapy. Effects on anxiety, blood pressure. 

AORN J. 1990 Nov;52(5): 1026-34. No abstract available. 

PMID: 2264730; UI: 91090452. 

Swallow M. [See Related Articles] 

The harmony of disability. 

Ulster Med J. 1990 Oct;59(2): 187-93. No abstract available. 

PMID: 2148993; UI: 91118618. 

Silion I. [See Related Articles] 

[Melotherapy]. 

Rev Med Chir Soc Med Nat Iasi. 1 990 Oct-Dec;94(3-4):5 19-20. Romanian. No abstract available. 
PMID: 2131545; UI: 92053798. 

Reaks B. [See Related Articles] 

Music; Some influences on health. 

J R Soc Health. 1990 Oct;l 10(5): 187-8. 

PMID: 2123256; UI; 91061294. 
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Tupker R. [See Related Articles] 

[Music therapy in psychosomatics]. 

Dtsch Krankenpflegez. 1990 Oct;43(10):730-3. GermaiL No abstract available. 
PMID: 2121432; UI: 91030974. 

Fischer M. [See Related Articles] 

Music as therapy. 

Nuts Times. 1990 Sep 19-25;86(38):39-41. No abstract available. 

PMID: 2216824; UI: 91017001. 

Gillam T. [See Related Articles] 

Creative arts as therapy. 

Nursing (Lend). 1990 Sep 27-Oct 10;4(19):37-9. No abstract available. 

PMID: 2234600; UI: 91043877. 

Bolwerk CA. [See Related Articles] 

Effects of relaxing music on state anxiety in myocardial infarction patients. 

Crit Care Nurs Q. 1990 Sep;13(2):63-72. No abstract available. 

PMID: 2383784; UI: 90345225. 

Stevens K. [See Related Articles] 

Patients' perceptions of music during surgery. 

JAdvNurs. 1990 Sep;15(9):1045-51. 

PMID: 2229703; UI: 91036420. 

Carlisle D. [See Related Articles] 

Art and health. A creative approach to patient care. The soothing arts. 

Nurs Times. 1990 Aug 15'21;86(33):27-30. No abstract available. 

PMID: 2385528; UI; 90349467. 

McIntyre BB. [See Related Articles] 

An art therapy group for bereaved youth in hospice care. 

Caring. 1990 Sep;9{9):56-8. 

PMID: 10107054; UI: 91004649. 

Grimm DL, et al. [See Related Articles] 

Opening doors for the child "inside". 

PediatrNurs. 1990 Jul-Aug;16(4):368-9. 

PMID: 2392346; UI: 90363626. 

Jones CP. [See Related Articles] 

Spark of life. 

Geriatr Nurs. 1990 Jul-Aug;l 1(4); 194-6. No abstract available. 

PMID: 2163959; UI: 90306798. 

Fried R. [See Related Articles] 

Integrating music in breathing training and relaxation: II. Applications. 
Biofeedback Self Regul. 1990 Jun;15(2):171-7. 

PMID: 2400796; UI: 90381328. 

Aldridge D, et al. [See Related Articles] 

Where am I? Music therapy applied to coma patients. 

J R Soc Med. 1990 Jun;83(6):345-6. No abstract available. 

PMID: 2380961; UI; 90339434. 
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Fried R. [See Related Articles] 

Integrating music in breathing training and relaxation: I. Background, rationale, and relevant elements. 
Biofeedback Self Regul. 1990 Jun;15{2):161-9. Review. 

PMID: 2205298; UI: 90381327. 

Evers S, [S^ Relate Articles] 

[Music for rheinmtism~a historical overview]. 

Z Rheumatol. 1990 May-Jun;49(3):l 19-24. German. 

PMID: 2198738; UI: 90333792. 

Wilhelmson-Lindell B. [See Related Articles] 

[Music psychoAwapy]. 

Lakaitidningen. 1990 Apr 25;87(!7):l471-3. Swedish. No abstract available. 

PMID: 2338855; UI: 90251003. 

Oldfield A, et al. [See Related Articles] 

The effecte of music therapy on a group of |»ofoundly mentally handicapped adults. 

J Ment Defic Res. 1990 Apr;34 ( Pt 2): 107-25. 

PMID: 2342091; UI: 90258010. 

Kerkvliet GJ. [See Related Articles] 

Music therapy may help control cancer pain. 

J Natl Cancer Inst. 1990 Mar 7;82(5):350-2. No abstract available. 

PMID: 1689387; Ui: 90156399. 

Baranger JP, et at. [See Related Articles] 

[Listen to music therapy]. 

Soins Psychiatr. 1990 Mar;U3:22-4. French. No abstract available. 

PMID: 2360085; UI: 90296152. 

[No authors listed] [See Related Articles] 

[The mental patient— 4 treatment styles]. 

Soins Psychiatr. 1990 Mar;U3:17-8. French. No abstract available. 

PMID: 2360083; UI: 90296150. 

JochimsS. [See Relate Articles] 

[Coping with illness in the early phase of severe neurologic diseases. A contribution of music therapy to 
psychological 

management in selected neurologic disease pictures]. 

Psychother Psychosom Med Psychol. 1990 Mar-Apr;40{3-4): 1 1 5-22. Gennan. 

PMID: 2336453; UI: 90245923. 

Courtright P, et al. [See Related Articles] 

Dinner music: does it affect the behavior of psychiatric inpatients? 

J Psychosoc Nurs Ment Health Serv. 1990 Mar;28(3):37-40. No abstract available. 

PMID: 2179536; UI: 90188968. 

Millard KA, et al. [See Related Articles] 

The influence of group singing therapy on the behavior of Alzheimer's disease ]»tients. 

J Music Ther. 1989 Summer;26(2):58-70. No abstract available. 

PMID: 10318284; UI: 89328240. 

Oliver S. [See Related Articles] 

Music Therapy Services of Arizona: an alternative approach to service provision. 

J Music Ther. 1989 Sunin^r;26(2):95-9. 

PMID: 10293989; UI: 89328241. 
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Summers S, et al. [Sec Related Articles] 

The effects of 60 beats per minute music on test taking anxiety among nursing students. 

J Nurs Educ. 1990 Feb;29(2):66-70. No abstract available. 

PMID: 2154565; UI: 90155495. 

Braswell C, el al. [See Related Articks] 

Job satisfaction among music therapist. 

J Music Ther. 1989 Spring;26(l):2-17. 

PMID: 10292604; UI: 89215645. 

PrezaB, etal. [See Related Articles] 

The Rett syndrome-clinical presentation of die first 9 Albanian cases. 

Brain Dev. 1990;12{l):40-3. 

PMID: 2344024; UI: 90261898. 

Siniachenko VV, et al. [See Related Articles] 

[Emotional-volitional training in the combined treatment of patients with rheumatoid arthritis]. 
TerArkh. l990;62(l):58-62. Russian. 

PMID; 2333619; UI: 90239767. 

Updike P. [See Related Articles] 

Music therapy results for ICU patients. 

Dimens Crit Care Nurs. 1990 Jan'Feb;9(I):39-45. 

PMID: 2311487; UI: 90183682. 

Ruger U. [See Related Articles] 

[Music therapy, art therapy, body-centered treatment procedures]. 

Z Psychosom Med Psychoanal. i990;36(2):t38-9. German. No abstract available. 

PMID; 2191523; UI: 90281749. 

McCaffery M. [See Related Articles] 

Nursing approaches to nonpharmacological pain control. 

IntJNurs Stud. 1990;27(l):l-5. 

PMID: 2179151; UI: 90186074. 

Lenmim G. [See Related Articles] 

[Musical expression and the psychotic child]. 

Rev Infirm. 1990 Jan;40(2):48-50. French. No abstract available. 

PMID: 2089564; UI: 91212836. 

Aldridge D. [See Related Articles] 

Music, communication and medicine: discussion paper. 

J R Soc Med. 1989 Dec;82(12):743-6. No abstract available. 

PMID: 2614770; UI: 90133702. 

Framptom DR. [See Related Articles] 

Arts activities in United Kingdom hospices. A report. 

J Paliiat Care. 1989 Dec;5(4);25-32. No abstract available. 

PMID: 2614583; UI: 90133181. 

Guzzetta CE. [See Related Articles] 

Effects of relaxation and music therai^ on patients in a coronary care unit with presumptive acute 
myocardial infarction. 

Heart Lung. 1989Nov;18(6);609-16. 

PMID: 2684920; UI: 90061731. 
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Tyson J. [See Related Articles] 

Meeting the needs of dementia. 

Nurs Elder. 1989 Nov;l(5): 18-9. No abstract available. 

PMID: 2627314; UI: 90180286. 

Andersen IC. [See Related Articles] 

[Cross-professional team work. Mr. NN challei^es nursing personnel]. 

Sygeplejersken. 1989 Oct 18;89{42);10-2. Danish. No abstract available. 

PMID: 2595556; UI: 900S4894. 

Stem RS. [See Related Articles] 

Many ways to grow: creative art therapies. 

Pediatr Ann. 1989 Oct;18(10):645, 649-52. 

PMID: 2812886; UI: 90045692. 

Schei A. [See Related Articles] 

[Creative therapies. Expression therapy and holistic thinking]. 

Sykepleien. 1989 Sep l4;77(15):22-6. Norwegian. No abstract available. 

PMID: 2814852; UI; 90049778. 

Lengdobler H, et al. [See Related Articles] 

[Group music therapy in multiple sclerosis: initial report of e^erience]. 

Psychother Psychosom Med Psychol. 1989 Sep-Oct;39(9-10):369-73. German. 

PMID: 2798726; UI: 90018148. 

Kolkmeier LG. [See Related Articles] 

Clinical application of relaxation, imagery, and music in contemporary nursing. 

J Adv Med Surg Nurs. 1989 Sep;l(4):73-80. No abstract available. 

PMID: 2700760; UI: 90308469. 

Dzhuraeva LA, et al. [See Related Articles] 

[The influence of music on the effectiveness of Aerapeutic physical exercises in patients with 
caidiovascular and 

respiratory pathologies]. 

Vopr Kurortol Fizioter Lech Fiz Kult. 1989 Sep-Oct;(5): 19-22. Russian. 

PMID: 2603404; UI; 90101425. 

Kaempf G, et al. [See Related Articles] 

The effect of music on anxiety. A research study. 

AORN J. 1989 Jul;5(Kl):l 12-8. No abstract available. 

PMID; 2751292; Ui: 89321475. 

Zimmerman L, et al. [See Related Articles] 

Effects of music in patients who had chronic cancer pain. 

West J Nuts Res. 1989 Jun;l l(3):298-309. No abstract available. 

PMID: 2750142; Ua: 89318942. 

Kammrath 1. [See Related Articles] 

[Music therapy during chemotherapy. Report on the beginning of a study]. 

Krankenpflege (Frankf). 1989 Jun;43(6);282-3. German. No abstract available. 

PMID: 2501570; UI: 89312468. 

Kreyer G. [See Related Articles] 

[Advances in dental psychology]. 

Z Stomatol. 1989 May;86(3):123-30. German. 
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PMID: 2638064; OI: 90289409. 

Andreenkov AT, et al. [See Related Articles] 

[The use of music during the perfoimance of massage]. 

Feldsher Akush. 1989 Apr;54(4);58-9. Russian. No abstract available. 

PMID: 2806592; UI: 90033396- 

Axel L. [See Related Articles] 

Simpler music/audio system for patients having MR imaging. 

AJR Am J Roentgenol. 1989 Mar;152{3):653. No abstract available. 

PMID: 2783824; UI: 89132235. 

Silion I. [See Related Articles] 

[Medicine and music]. 

Rev Med Chir Soc Med Nat Iasi. 1989 Jan-Mar;93(l): 123-4. Romanian. No abstract available. 

PMID: 2814016; UI: 90048252. 

Wolowicka L. [See Related Articles] 

[Music lessens anxiety], 

Pieleg Polozna. I989;(l):6. Polish. No abstract available. 

PMID: 2717680; UI: 89241019. 

Kaneko H. [Sw Related Articles] 

[Nursing of patients on respirators. Introduction of music to ease the patients' stress]. 

Kango Gijutsu- 1989 Jan;35(l);20-2. Japanese. No abstract available. 

PMID: 2709626; UI: 89217393. 

Pavlicevic M, et al. [See Related Articles] 

A musical assessment of psychiatric states in adults. 

Psychopathology. 1989;22(6):325-34. 

PMID: 2639382; UI: 9031 1539. 

Gojkovic A. [See Related Articles] 

[Music and medicine]. 

Srp Arh Celok Lek. 1988 Nov-Dec;1 16(11-12); 1 103-12. Serbo-Croatian (Cyrillic). No abstract 
available. 

PMID: 3073530; UI: 89242340. 

Isaeva El. [See Related Articles] 

[Orgsiization of the amateur artistic activities of mental patients]. 

Med Sestra. 1988 Oct;47{10): 19-20. Russian. No abstract available. 

PMID: 3231053; UI; 89158711. 

Jonecko A. [See Related Articles] 

[Music therapy in the tteatment of commander-in-chief Stefan Czamiecki’s illness in 1659]. 

Wiad Lek. 1988 Oct l;41(19):1330-5. Polish. No abstract available, 

PMID: 3073587; UI: 89243437. 

Zimmerman LM, et al. [See Related Articles] 

Effects of music on patient anxiety in coronary care units. 

Heart Lung. 1988 Sep;17(5):560-6. 

PMID: 3417466; UI; 88330431. 

Daub D, et al. [See Related Articles] 

[Reduction of preoperative anxiety, A study comparing music, Thalamonal and no premedication]. 
Anaesthesist. 1988 Sep;37(9):594-7. German. 
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PMID: 3056086; UI; 89048154. 

Lehnen R. [See Related Articles] 

[Does music during denial treataient have an influeture on heart and circulation parameters]? 

Zahnarzti Prax. 1988 Aug 12;39(8):297-300. German. No abstract available, 

PMID: 32680 1 9; UI: 9002 1871. 

Moss VA. [See Related Articles] 

Music and the surgical patient. The effect of music on anxiety. 

AORN J. 1988 JuI;48(i):64-9. No abstract available. 

PMID; 3421678; UI: 88339304. 

Wostratzky S, et al. [See Related Articles] 

The influence of distraction on coping with stress in dentistry. 

Act Nerv Super (Praha). 1988 Jun;30(2): 120-1. No abstract available. 

PMID: 342 1040; UI: 88338077. 

Basnayake V, [See Related Articles] 

Medicine and music. 

Ceylon Med J. 1988 Jun;33(2):35-7. No abstract available. 

PMID: 3240429; UI: S9195330. 

Coates P. [See Related Articles] 

"Is it functional?" A question for music therapists who work with the institutionalized mentally retanied. 
J Music Ther. 1987 Fall;24(3):l70-5. 

PMID: 10317968; UI: 88034776. 

Taylor DB. [Sec Related Articles] 

A survey of professional music therapists concerning entry level coirqjetencies. 

J Music Ther. 1987 Fall;24(3): 1 14-45. 

PMID: 10284611; UI: 88034775. 

Muller-Golder M. [See Related Articles] 

[Music ther^y-a common pathway]. 

Krankenpfl J. 198S Mar l;26(3):42-4 concl. German. No abstract available. 

PMID: 3357330; UI: 88188676. 

Hailey AW, et al. [See Related Articles] 

Music soothes the troubled soul... 

AD Nurse. 1988 Mar-Apr,3(2): 19-22. No abstract available. 

PMID: 3348935; UI; 88163302. 

[No authors listed] [See Related Articles] 

[Music in the hospital], 

Soins Chir. 1988 Mar;(85):33-9. French. No abstract available. 

PMID: 3289108; UI: 88248589. 

Decourt LV. [See Related Articles] 

[Music in medicine; a double participation]. 

Rev Paul Med. 1988 Mar-Apr;106(2):59-61. Portugese. No abstract available. 

PMID: 3238270; UI; 89186369. 

Davis WB. [See Related Articles] 

Music tiierapy in the 19th centur>' America. 

J Music Ther. 1987 Sunimer;24(2):76-87. Review. 

PMID; 10301877; UI: 87310176. 
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Oppenheim L. [See Related Articles] 

Factors related to occupational stress or burnout among music therapists. 

J Music Ther. 1987 Summer;24(2):97.106. 

PMID: 10283491; UI; 87310177. 

Heller GN. [See Related Articles] 

Ideas, initiative, and implementations: music therapy in America, 1789-1848. 

J Music Ther. 1987 Spring;24(l):35-46. 

PMID: 10301541; Ui: 87197027. 

Gibson C. [See Related Articles] 

Music therapy in Japan: an 1 1-year update. 

J Music Ther. 1987 Spring;24(l):47-51. 

PMID: 10281805; UI: 87197028. 

Mark A. [See Related Articles] 

Metaphoric lyrics as a bridge to die adolescent's world. 

Adolescence. 1988 Summer;23{90);3 1 3-23. 

PMID: 3407493; UI: 88306984. 

Muiler-Golder M. [Sec Related Articles] 

[Music d^rapy— a common path] . 

KiankenpO J. 1988 Jan-Feb;26(l-2):40-4. German. No abstract available. 

PMID: 3352214; UI: 88173443. 

Eifert GH, ct al. [See Related Articles] 

Affect modification through evaluative conditioning with music. 

Behav Res Ther. 1988;26(4):321-30. No abstract available. 

PMID: 3214396; UI: 89104959. 

Ba G. [See Related Articles] 

Shategies of rehabilitation in the Day Hospital. 

PsychotherPsychosom. 1988;50(3):151-6. Review. 

PMID: 3077167; UI; 90018130. 

Porchet-Munro S. [See Related Articles] 

Music therapy in support of cancer patients. 

Recent Results Cancer Res. 1988; 108:289-94. No abstract available. 

PMID: 3051207; UI: 89018514. 

Harcourt L. [See Related Articles] 

Music for health. 

N Z Nurs J. 1988 Jan;81(I):24-6. No abstract available. 

PMID: 2448713; UI: 88123324. 

Pfeiffer H, et al. [See Related Articles] 

[Music improvisation with ^hizophrenic patients-a controlled study in the assessment of therapeutic 
effects]. 

Rehabilitation (Stuttg). 1987 Nov;26(4): 184-92. German. 

PMID: 3423420; UI: 88098662. 

Kucerova H, et al. [See Related Articles] 

[Evaluation of die therapeutic effect of imisic therapy}. 

Cesk Psychiatr, 1987 Oct;83{4-5):299-305. Czech. No abstract available. 

PMID: 3427662; UI: 88109604. 
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Tsutsui S. [See Related Articles] 

[Mental liealdi and music]. 

KangoTenbo. 1987 Sep;12(10): 1002-5. Japanese. No ^stract available. 

PMID: 3682896; Ul: 88064381. 

ThautMH. (See Related Articles] 

Visual versus auditory (musical) stimulus preferences in autistic children: a pilot study. 

J Autism Dev Disord. 1987 Sep;17(3):425-32. 

PMID: 3654493; UI; 88007272. 

Skoricova M, et at. [See Related Articles] 

[Possible use of music therapy in the treatment of emotional disorders in childhood]. 

Cesk Pediatr. 1987 Aug;42(8):485-7. Slovak. No abstract available. 

PMID: 3664762; UI: 88027222. 

ShinzatoR. [See Related Articles] 

[On man aiKi nursing. Music. 8. Bodily and psychological actions-release of internal rhythm], 

Kango Tenbo. 1 987 Aug; 1 2(9);907- 1 1 . Japanese. No abstract available. 

PMID: 3650642; UI; 87313648. 

Tanaka T. [See Related Articles] 

[Music therapy in senile dementia]. 

Kango TenlK3. 1987 Jul;12(8):808-i2. Japanese. No abstract available. 

PMID: 3650615; UI: 87313621. 

Giordanella Perilli G. [See Related Articles] 

[Psychomusical technics and mental healdi: towards a prospective integrated model of praxis-research 
and theory], 

Minerva Psichiatr. 1987 Jul-Sep;28(3);227-43. Italian. No abstract available. 

PMID: 3454860; UI: 88318133. 

Coyle N. [See Related Articles] 

A model of continuity of care for cancer patients wifli chronic pain. 

MedClinNmthAm. 1987 Mar;71(2):259-70. 

PMID: 3821291; UI: 87143236. 

Maury C,etal. [See Related Articles] 

[Sound therapy for a girl with an obsessional neurosis refusing school]. 

Soins PsychiatT. 1987 Mar;(77);29-32. French. No abstract available. 

PMID: 3647619; UI: 87234532. 

Standley JM. [See Related Articles] 

Music research in medical/dental treatment: meta-analysis and clinical applications. 

J Music Ther. 1986 Summer;23(2):56-122. Review. 

PMID; 10301218; UI: 87085236. 

lonescu C. [See l^lated Articles] 

[Music in the service ofmedicine-past, present and future. IV. The 18th and I9th centuries in the search 
for musical 
therapeutics]. 

Viata Med Rev Inf Prof StiintCadrelorMediiSanit 1987 Feb;35(2);43-8. Romaniaa No abstract 
available. 

PMID: 3128002; UI: SS179505. 

Siegel SL, et al. [See Related Articles] 
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Where's the research? 

J Music Tiler. 1986 Spring;23(i):38-45. 

PMID: 10279813; Uf: 87085235. 

Galinska E. [See Related Articles] 

[The origins of music therapy as a new medicinal discipline]. 

Arch Hist Filoz.Med. 1987;50(3):405-26. Polish. No abstract available. 

PMID: 3328580; Ul : 88 1 82686. 

Galinska E. [See Related Articles] 

[History of the theories on tiie therapeutic effect of music]. 

Arch Hist Filoz Med. 1987;50(2):235-55. Polish. No abstract available. 

PMID: 3322228; UI: 88105864. 

Frampton DR. [See Related Articles] 

Restoring creativity to the dying patient. 

Br Med J (Clin Res Ed). 1986 Dec 20-27;293(6562):1593-5. No abstract available. 

PMID: 3101936; UI: 87129986. 

Thomas E, [See Related Articles] 

Music therapy. 

S Afr Med J. 1986 Dec 6;70(12):717-8. No abstract available. 

PMID: 3787394; UI: 87070232. 

Haenel T. [Sec Related Articles] 

[Historical no^ on tlie therapy of dqiression]. 

Schweiz Med Wochenschr. 1986 Nov 22;1 16(47): 1652-9. German. 

PMID: 3541 174; UI: 87094078. 

Parent-Bender D. [See Related Articles] 

[Music therapy]. 

CanNurse. 1986Nov;82(10):26-8. French.Noabstractavailable. 

PMID: 3639768; UI: 87027975. 

Reinhardt A, et al. [See Related Articles] 

[Regulative music therapy (RMT) in depressive diseases— a contribution to the development of 
psychotherapy in 
psyefaiahy]. 

Psychiatr Neurol Med Psychol (Leipz). 1986 Scp;38(9):547-53. German. 

PMID: 3797528; UI: 87092784. 

lonescu C. [See Related Articles] 

[Musk in the service of medicine— past, present and futore. III. The tarantella and other musical 
remedies in die Middle 
Ages]. 

Viata Med Rev Inf Prof Stiint Cadrelor Medii Sanit. 1986 Sep;34(9):209-12. Romanian. No abstract 
available. 

PMID: 3097945; UI; S7071624. 

Foley KM. [See Related Articles] 

The treatment of pain in the patient widi cancer. 

CA Cancer J Clin. 1986 Jul-Aug;36(4):194-215. Review. 

PMID: 2425909; UI: 86271283. 

Cohignac M. [See Related Articles] 

[Bodily expression and dramatic play in |»ychoti[c children]. 
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Soins Psychiatr. 1986 May;(67):39-44. French. No abstract available. 

PMID: 3638818; UI: 86316070. 

Durl^m L, et al [See Related Articles] 

Hie effect of music as a conditioning aid in prepared chil(R>ir!h education. 

J Obstet Gynecol Neoratel Nurs. 1986 May-Jun;15(3):268-70. 

PMID: 3635599; UI: 86226768. 

Wolkowski A. [See Related Articles] 

A life of rejection. 

Nurs Times. 1986 Apr 16-22;82(16):35-8. No abstract available. 

PMID: 3635853; UI: 86232663. 

Gregoij M. [See Related Articles] 

[Bio-psychological reflections on music therapy]. 

Minerva Psichiatr. 1986 i^r-Jim;27(2);213-5. Italian. No abstract available. 

PMID: 3747797; UI: 86310172. 

PougetR. [See Related Articles] 

[What is music therapy]? 

Soins Psychiatr. 1986 ,^>r;(66):5-8. French. No abstract available. 

PMID: 3637974; UI: 86289622. 

Olivier L. [See Related Articles] 

[Education in music therapy..]. 

Soins Psychiatr, 1986 Apr;(66):37-8. French. No abstract available. 

PMID: 3637972; UI: 86289620. 

Guiraud-Caladou JM. [See Related Articles] 

[Therapy by music: Mireille's voice]. 

Soins Psychiatr. 1986 Apr;(66):34, French. No abstract available. 

PMID: 3637971; UI: 86289618. 

ThiebaudY. [See Related Articles] 

[Musk plus dierapy equals music therapy]? 

Soins I^ychiatr. 1986 Apr;(66):3-4. French. No abstract available. 

PMID; 3637970; UI: 86289617. 

Guiraud-Caladou JM. [See Related Articles] 

[Hie history of Nicolas or die impossible creativity]. 

Soins PsyeWatr. 1986 Apr;(^);29-33. French. No abstract available. 

PMID: 3637969; UI: 86289616. 

Guiraud-Caladou JM. [See Related Articles] 

[Music and perspectives of care]. 

Soins Psychiatr. 1986 Apr;{66): 17-8. French. No abstract available. 

PMID: 3637967; UI: S62S9614. 

BrasseurF. [See Related Articles] 

[Music therapy, psychotherapy and the helping institution: impossible marriage]? 

Soins Psychiatr. 1986Apr;(66):ll-5. French. No abstract available. 

PMID: 3637966; UI: 86289613. 

PrinsIeyDM. [See Related Articles] 

Music therapy in geriatric care. 

Aust Nurses J. 1986 Apr;15(9):48-9. No abstract available. 
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PMID: 3637095; UI: 86268697. 
lonescuC. [See Related Articles] 

[Music in the service of medicine— past, present and future. II. Music-a remedy even in the ancient 
world]. 

Viata Med Rev Inf Prof Sdint Cadrelor Medii Sanit. 1986 Apr;34(4):9i-2. Romanian. No abstract 
available. 

PMID: 3092455; UI: 86317680, 

Perrion R. [See Related Articles] 

[Musical experiences widi young motor handicapped girls]. 

Soins Psychiatr. 1986 Apr;(66):35-6. French. No abstract available. 

PMID: 2943025; UI: 86289619. 

Lehmann W, et al. [See Related Articles] 

[Initial experiences in the combined treatment of aphasia patients following cerebrovascular insult by 
speech therapists 

and music therapists]. 

ZFA, 1986 Mar-Apr;41(2):123-8. German. 

PMID: 2424180; UI: 86237509. 

Braswell C, et al. [See Related Articles] 

A survey of clinical training in music therapy: degree of compliance with NAMT guidelines. 

J Music Ther. 1985 Sunimer;22(2):73-86. 

PMID: I027I938; UI: 85236070. 

Jedlicka J, et al. [See Related Articles] 

[Principles of music therapy at the Jesenik Spa in Czechoslovakia]. 

Cesk Psychiatr. 1986 Feb;82(i);30-2. Czech. No abstract available. 

PMID: 3955736; UI: 86161869, 

Cook JD. [Sec Related Articles] 

Music as an intervention in the oncology setting. 

Cancer Nurs. 1986 Feb;9(i):23-8. No abstract available. 

PMID; 3518914; UI: 86217710, 

Asimis EP Jr, et al [See Related Articles] 

Relationship between music therapy students' contact widi and attitude toward disabled persons. 

J Music Ther. 1985 Sprmg;22(l): 12-21. 

PMID: 10317606; UI: 85209640. 

Rider MS, et al. [See Related Articles] 

The effect of music, therapy, and relaxation on adrenal corticosteroids and the re-entrainment of 
circadian rhythms. 

J Music Ther. 1985 Spring;22(l);46-5S. 

PMID: 10271532; UI: 85209641. 

Glynn NJ. [See Related Articles] 

The therapy of music. 

J Gerontol Nurs. 1986 Jan;12(l);6-10. No abstract available. 

PMID: 3633291; UI: 86141498. 

Norberg A, et al. [See Related Articles] 

Reactions to music, touch and object presentation in the final stage of dementia. An exploratory study. 
IntJNursStud. i986;23(4):3i5-23. 

PMID; 3536774; UI: 87056289. 
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Bailey LM. [See Related Articles] 

Music therapy in pain management. 

J Pain Symptom Manage. 1986 Winter;l(l):25-8. No abstract available. 

PMID; 3512740; UI: 86142123. 

Wesecky A. [See Related Articles] 

Music therapy for children with Rett syndrome. 

Am J Med Genet Suppl. 1986;1 1253-7. 

PMID: 3087187; UI: 86239365. 

Hanks SB. [See Related Articles] 

The role of dierapy in Rett syndrome. 

Am J Med Genet Suppl. 1986;! :247-52. 

PMID: 3087186; UI; 86239364. 

Davila JM, et al. [See Related Articles] 

Relaxing effects of music in dentistry for mentally handicapped patients. 

Spec Care Dentist. 1986 Jan-Feb;6(l}:18-21. No abstract available. 

PMID: 2938283; UI: 86180326. 

Devisch R, et al. [See Related Articles] 

Doors and thresholds: Jeddi's approach to psychiatric disorders. 

Soc Sci Med. 1986;22(5):541-51. 

PMID: 2422763; UI: 86208305. 

Edwards DK. [See Related Articles] 

Music takes the heart 'home'. 

J Am Health Care Assoc. 1985 Dec;l I(8):25-8. No abstract available. 

PMID; 10274604; UI; 86060549. 

Bailey LM. [See Related Articles] 

Music's soothing charms. 

Am J Nuts. 1985 Nov;85(ll):1280. No abstract available. 

PMID: 3851630; UI: 86047941. 

Tanioka F, et al. [See Related Articles] 

[Effect of anxiolytic music on endocrine function in surgical patients during operations under epidural 
anesdiesia]. 

Masui. 1985 Oct;34(10):1364-9. Japanese. No abstract available. 

PMID: 3005684; UI: 86144301. 

Frank JM. [See Related Articles] 

The effects of music therapy and guided visual imagery on chemotherapy induced nausea and vomiting. 
Oncol Nuts Forum. 1985 Sep-Oct;12(5):47-52. No abstract available. 

PMID: 3898031; UI: 85297886. 

Morris K. [See Related Articles] 

Music therapy. 

Nuts Times. 1985 Jul 24-30;81(30):18. No abstract available. 

PMID: 3848875; UI: 85269726. 

Kaufmann GV. [See Related Articles] 

[Receptive individual music therapy in the concept of ambulatory psychodierapy]. 

Psychiatr Neurol Med Psychol (Leipz). 1985 Jun;37(6):347-52. German. 

PMID: 4034803; UI: 85298977. 
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Naeser MA, et al [See Related Articles] 

CT scan lesion localization and response to n^lodic intonation therapy with nonfluent aphasia cases. 
Cortex. 1985 Jun;21(2):203-23. 

PMID: 4028738; UI: 85283875. 

Kantorovich MM. [See Related Articles] 

[Music and medicine]. 

Med Sestta. 1985 Apr;44(4):56-7. Russian. No abstract available. 

PMID: 3847749; UI: 85239797. 

Marley LS. [See Related Articles] 

The use of music with hospitali^d infants and toddlers: a descriptive study, 

J Music Ther. 1984 Fan;21(3):126-32. 

PMID: 10269113; UI: 85056719. 

Failles JTV. [See Related Article] 

[The conteibution of music tlwrapy to the management of schizophrenia]. 

Bull Acad Natl Med, 1985 Feb;169(2);297-304. French. No abstract available. 

PMID: 3899301; UI: 86001825. 

de NcM-onha R, et al. [See Related Articles] 

[Art as dier^y], 

Krankenpfl Soins Infirm. 1985 Fcb;78(2):36. German. No abstract available. 

PMID: 3844554; UI; 85135842. 

O^n BK. [See Related Articles] 

Player piano music as therapy for the elderly. 

/Music Ther. 1984 Spring;21(l):35-45. 

PMID: 10267964; UI: 84291093. 

Peach SC. [See Related Articles] 

Some implications for the clinical use of music facilitated imagery. 

J Music Ther. 1984 Spring;2l(l):27-34. 

PMID: 10267963; UI: 84291092. 

Froehlich MA. [See Related Articles] 

A con^arison of the effect of music therapy and medical play therapy on the verbalization behavior of 
pediatric patients. 

J Music Ther. 1984 Spring;21(l):2-15. 

PMID: 10267962; UI: 84291091. 

Spintge R. [See Related Articles] 

History of medicine. 

IntJNeurol. 1985-86;19-20:23l-6.NoabstractavaiIable. 

PMID: 2980676; UI: 92259093. 

Spintge R. [See Related Articles] 

^me neumendocrioologicai eiiecte of socalled anxiolytic music. 

IntJNeurol. 1985-86;I9-20; 186-96. Review. No abstract available. 

PMID: 2980669; UI; 92259086. 

CullumRF. [See Related Articles] 

Do you tear what I hear? 

Care Giver. 1985-87;2-4:22-6. No abstract available. 

PMID: 10286189; UI: 88150948. 
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Brookins LM. [See Related Articles] 

The music therapy clinical intern: performance skills, academic knowledge, personal qualities, and 
interpersonal skills 

necessary for a student seeking clinical training. 

J Music Ther. 1984 Winter;21(4);193-201. 

PMID: 10269791; UI: 85106854. 

Segal RM. [See Related Articles] 

Helping children express grief through symbolic communication. 

Soc Casework. 1984Dec;65(10):590-9. 

PMID: 10269560; UI: 85090484. 

Shumlianskii IV, et al. [See Related Articles] 

[Combined treatment of neurosis-like states in organic brain diseases]. 

VrachDelo. 1984Nov;(ll):lll-3. Russian. No abstract available. 

PMID: 6528549; UI; 85144098. 

Steele AL. [See Related Articles] 

Music therapy: a community resource for children with special needs. 

Child Welfare. 1984 Nov-Dec;63(6):563-8. No abstract available. 

PMID: 6510043; UI: 85075855. 

Ziporyn T. [See Related Articles] 

Music therapy accompanies medical care. 

JAMA. 1984 Aug 24-31;252(8):986-7. No abstract available. 

PMID: 6748214; UI: 84268097. 

Rowden R. [See Related Articles] 

Music pulled them through. 

Nu« Mirror. 1984 Aug 8;159(4);32-4. No abstract available. 

PMID; 6566265; UI: 84297434. 

2^ibel!ato A, et al. [See Related Articles] 

[Music therapy in dentistry]. 

G Stomatol Ortognatodonzia. 1984 Jul-Sep;3(3):377-8. Italian. No abstract available. 

PMID: 6599006; UI: 85287887. 

Cross P, et al. [See Related Articles] 

Observations on the use of music in rehabilitation of stroke patients. 

Physiother Can. 1984 Jul-Aug;36{4);197-201. 

PMID: 10267518; UI: 84272435. 

Holmes P. [See Related Articles] 

SHAPES and sounds. 

Nuts Times. 1984 Jun 27-Jul 3;80(26):17-8. No abstract available. 

PMID: 6564590; UI: 84247458. 

Kartman LL. [See Related Articles] 

Music hath charms... 

J Gerontol Nurs. 1984 Jun;10{6):20-4. No abstract available. 

PMID; 6563041; UI: 84213794. 

Kwolek A. [See Related Articles] 

[New trends in the rehabilitation of patients after stroke]. 

Wiad Lek. 1984 May 15;37(10):782-7. Review. Polish. No abstract available. 
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PMID: 6390976; UI: 85067770. 

Konieczny K. [See Related Articles] 

[Training of music therapists}. 

Psychiatr Pol. 1984 May-Jun;18(3):263“5. Polish. No abstract available. 

PMID: 653601 1;UI: 85243201. 

Nicholas MJ, et al. [See Related Articles] 

An annotated bibliography of single case experimental research in music therapy: Journal of Music 
Iherapy publications 
1966-1982. 

J Music Ther. 1983 Fall;20(3): 156-63. No abstract available. 

PMID: 10299356; UI: 84063372. 

Greer RD. [See Related Articles] 

A fanciful tale and a not-so-&nciful tale. 

J Music Ther. 1983 Fall;20(3): 108-14. No abstract available. 

PMID; 10263918; UI: 84063371. 

Vehreschild T, et at. [See Related Articles] 

[Results of concentration training in normally intelligent students with poor concenteation]. 

Psychiatr Neurol Med Psychol (Leipz). 1984 Mar;36(3): 152-60. German. 

PMID: 6728965; UI: 84222390. 

McDermit RE. [See Related Articles] 

Music therapy: let's tune in. 

Dimens Hedth Serv. 1984 Mar;61(3):33-4. No abstract available. 

PMID: 6724183; UI; 84209506. 

JanickiAG. [See Related Articles] 

[Indications for music then^y in psychosomatic diseases]. 

Pol Tyg Lek. 1984 Feb I3;3si(7):237-41. Review. Polish. No abstract available. 

PMID: 6379622; UI; 84272399. 

Braswell Q et al. [See Related Articles] 

Development and implementation of a music/activity therapy intake assessment for psychiatric patients. 
Part I: initial 

stendardization procedures on data from university students. 

J Music Ther. 1983 Summer;20(2);88-100. 

PMID: 10262389; UI: 83293118. 

McDonnell L. [See Related Articles] 

Music dierapy: meeting die psychosocial needs of hospitalized children. 

Child Health Care. 1983 Summer; 1 2(1); 29-33. 

PMID: 10262157; UI: 83285644. 

Viazovets NV. [See Related Articles] 

[Preventive value of functional nuisic for students in stress situations]. 

Gig Tr Prof Zabol. 1984 Feb;(2):37-41 . Russian. No abstract available. 

PMID: 6706185; UI: 84159650. 

Haag G, et al. [See Related Articles] 

[Psychology in rehabilitation]. 

Re^bilitation (Stuttg). 1984 Feb;23(l):l-9. German. 

PMID: 6701388; UI: 84145988. 
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Gibb«His AC. [See Related Articles] 

Priimry measures of music audmtion scores in an ii^imtionalizied elderly population. 

J Music Ther. 1983 Spiing;20(l):21-9. 

PMID: 10260226; UI: 83215005. 

Henderson SM. (See Related Articles] 

Effecte of a music dierapy program upon awareness of mood in music, group cohesion, and self-esteem 
among 

hospitalized adolescent patients. 

J Music Thcr. 1983 Spring;20{l); 14-20. 

PMID; 10260225; UI: 83215004. 

Chlistunoff W, et al. [See Related Articles] 

[Diagnostic aspects of music dierapy and psycho-drawing]. 

Psychiatr Pol. 1984 Jan-Feb;18(l):57-64. Polish. No abstract available. 

PMID; 6377347; UI; 84248441. 

Lipowski ZJ. [See Related Articles] 

Benjamin Franklin as a psychodierapist; a forerunner of brief psychotherapy. 

PerspectBiol Med. 1984 Spring;27(3):36i-6. No abstract available. 

PMID: 6374606; UI: 84221261. 

Hylton J. [See Related Articles] 

Music progran^ for the institutionalized elderly in a midwestem metropolitan area. 

J Music Ther- 1983 WinteT;20(4):2n-23. 

PMID: 10265342; UI: 84137392. 

Gibbons AC. [See Related Articles] 

Item analysis of the primary measures of music audiation in elderly care home residents. 

J Music Ther. 1983 Wmter;20(4}:201-10. 

PMID: 10265341; UI: 84137391. 

Bolton A, et al. [See Related Articles] 

An investigation of the effects of music therapy on a group of profoundly mentally handicapped adults. 
Int J Rehabil Res. 1983 Dec;6{4):5 1 1-2. No abstract available. 

PMID: 6674232; UI: 84184857. 

Bertrand P. [See Related Articles] 

[Olwtetrical hypnorelaxation]. 

Actual Odontostomatoi (Paris). 1983 Dec;(!44):831-44. French. No abstract available. 

PMID: 6673529; UI: 84175479. 

Dardart E, et al. [See Related Articles] 

[Light-colors and musical relaxation]. 

Actual Odontostomatoi (Paris). 1983 Dec;(144):819-28. French. No abstract available. 

PMID: 6673528; UI: 84175478. 

lost J. [See Related Articles] 

[Music therapy]. 

AcUial Odontostomatoi (Paris). 1983 Dec;(144);801-17. French. No abstract available. 

PMID: 6673527; VI: 84175477. 

Hugly C, et al. [See Related Articles] 

[Clinical research on relaxation in operative dentistry]. 

Actual Odontostomatoi (Paris). 1983 Dec;(144):695-71 1. French. No abstract available. 

PMID: 6369897; UI: 84175472. 
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Hubert JP. [See Related Articles] 

[Relaxation in private practice]. 

Actual Odontostomatol (Paris). 1983 Dec;(144):681-94. French. No abstract available. 

PMID: 6369896; UI: 84175471. 

Knill C. [See Related Articles] 

Body awareness, communication and development: a programme employing music widi die profoundly 
handicapped. 

Int J Rehabil Res. 1983 Dec;6(4);489-92. No abstract available. 

PMID: 6232231; UI: 84184847. 

Chambord C. [See Related Articles] 

[Music therapy]. 

Rev Odontostomatol (Paris). 1983 Nov-Dec;12(6):425-8. French. No abstract available. 

PMID: 6366981; UI: 84146198. 

Reinhardt A, et al. [See Related Articles] 

[Initial experiences with regulative music therapy in psychiatric patients]. 

Psychiatr Neurol Med Psychol (Leipz). 1983 0ct;35(10);604-10. German. 

PMID: 6657807; UI: 84096066. 

Seki K, et al. [See Related Articles] 

[Japanese-applied melodic intonation therapy for Broca aphasia]. 

No To Shinkei. 1983 Oct;35(10):1031-7. Japanese. 

PMID: 6651979; UI: 84080179. 

Godec CJ. [See Related Articles] 

Clinical application of Pavlov conditioning reflexes in treatment of urinaiy incontinence. 

Urology. 1983 Oct;22(4):397.400. 

PMID: 6636396; UI: 84046386. 

Satoh Y, et al. [See Related Articles] 

[Effects of music on plasma stress hormones in surgical patients]. 

Masui. 1983 Oct;32(10):1206>l 1. Japanese. No abstract available. 

PMID; 6321817; UI; 84139210. 

Neumayr A. [See Related Articles] 

[Musica et humanitas. Thoughts of a physician]. 

Med Welt. 1983 Sep 2;34(35);916-8. German. No abstract available. 

PMID: 6633216; UI: 84038842. 

McCluskey FJ. [See Related Articles] 

Music in the operating suite. 

NATNEWS. 1983 Sep;20(9):33-40. No abstract available. 

PMID: 6558424; UI: 84093542. 

Kvasnicka L. [See Related Articles] 

[Music therapy of imbecile inmates in a social care institution]. 

Cesk Psychiatr. 1983 Aug;79(4):271-4. Slovak. No abstract available. 

PMID: 6627484; UI: 84026683. 

Giangregorio N. [See Related Articles] 

[Psychosomatic dentistry: music therapy, a valid con^lement in the treatment of the dental patient]. 
Dent Cadmos. 1983 Jul;5 1(7):71-5. Italian. No abstract available. 

PMID: 6590328; UI: 84286129. 
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Winter R. [See Related Articles] 

Physician notes effects of music on patients' health. 

Am Med News. 1983 3ui l-8;26(25):34. No abshact available. 

PME): 10264151; UI: 84077429. 

Benjamin B. [See Related Articles] 

'The singing hospital'— inte^ated group therapy in the Black mentally ill. 

S Afr Med J. 1983 Jim 4;63(23):897-9. 

PMID: 6857412; UI: 83223988. 

NissenTP. [See Related Articles] 

[Music thcarapy. Its origins and modem methods], 

FortschrMed. 1983 Jun2;101(21):972-8. German. No abstract available. 

PMID: 6347847; UI: 83263653. 

Meschede HG, et al. [See Related Articles] 

[Music therapy with |«ychiatric problem parents]. 

Psychotter Psychc«om Med Psychol. 1983 May;33(3):101-6. German. No abstract available. 
PMID: 6867238; UI: 83247961. 

[No audiors listed] [See Related Articles] 

[Everything go^ better with music. The function of music therapists > professions in the hc«pita!]. 
Kiankcnpfl J. 1983 May 1;21(5):26. German. No abstract available. 

PMID: 6552322; UI: 83217357, 

Keimaid D. [See Related Articles] 

A touch of music for physiotherapists. 

Kiysiotherapy. 1983 Apr 10;69(4):n4-6. No abstract available. 

PMID: 6225135; UI: 8330061 1. 

Kahans D, et al. [See Related Articles] 

The influence of music on psychiatric patients' immediate attitude change toward therapists. 
JMusicTher. 1982 FaU;19(3):179-87. 

PMID: 10256728; UI: 82267670. 

Behren^ L. [Sec Related Articles] 

[Experiences with combined group psychotherapy in adolescents]. 

Psychiatr Neurol Med Psychol (Leipz). 1983 Mar;35(3):154-7. German. 

PMID: 6867203; UI; 83247845. 

KaufinannGV, [Sec Related Articles] 

[CcHnfaimtion of music fcerapy methods in dynamic group psychotherapy]. 

Psychiatr Neurol Med Psychol (Leipz), 1 983 Mar;35(3): 148-53. German. 

PMID; 6867202; UI; 83247S44. 

Jaroszynski J, et al. [See Related Articles] 

[Results of complex hospital treatment of schizophrenic psychoses]. 

Psychiatr Pol. 1983 Mar-Apr;17{2):l 13-6. Polish. No abstract available. 

PMID: 6635042; UI: 84043244. 

HeydeW, etal. [Sec Related Articles] 

[Rehabilitetion of cancer patients including creative dierapies]. 

Rehabilitation (Stuttg). 1983 Feb;22(l);25-7. German. 

PMID: 6836161; UI: 83170831. . 
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LathomWB. [See Related Articles] 

Survey of current functions of a music therapist. 

J Music Ther. 1982 Spring;19(l):2«27. 

PMID: 10254894; UI: 82144181. 

Schmuttermayer R. [See Related Articles] 

[Possibilities for inclusion of group music therapeutic methods in the treatment of psychotic patients]. 
Psychiatr Neurol Med Psychol (Leipz). 1983 Jan;35(l):49-53, German. 

PMID: 6856710; UI: 83222050. 

Heimlich EP. [See Related Articles] 

The metaphoric use of song lyrics as paraverbal communication. 

Child Psychiatry Hum Dev. 1983 Winter;14(2):67-75. No abstract available. 

PMID: 6678717; UI: 84284537. 

Drummond P. [See Related Articles] 

Ringing the changes. 

Health Soc Serv J. 1982 Dec 16;92(4827):1496-7. No abstract available. 

PMID: 10260054; UI: 83211552. 

Kemer U. [See Related Articles] 

[Methods of music psychology and its signiitcance in psychotherapy]. 

Z Arztl Fortbild (Jena). 1982 Nov l;76(21):942-5. German. No abstract available. 

PMID: 7170806; UI: 83199462. 

Paulman L. [See Related Articles] 

Reaching the confosed and withdrawn through music. 

Aging. 1982 Nov-Dec;(333-334):7-l 1. No abstract available. 

PMID: 10260573; UI: 83227626. 

Rajewski A, et al. [See Related Articles] 

[Active forms of music Aerapy in the treatment of depressed patients]. 

Psychiatr Pol. 1982 Sep-Dec;16(5-6):377-82. Polish. No abstract available. 

PMID: 7185083; UI: 83274245. 

Needier W, et al. [See Related Articles] 

Movement, music, and remotivation with the regressed elderly. 

J Gerontol Nurs. 1982 Sep;8(9):497-503. No absti-act available. 

PMID: 6921211; UI: 82266845. 

Banik SN, et al. [See Related Articles] 

A tri-dimensional approach in working with a geriatric population in a chronic disease institution. 
Nurs Homes. 1982 Sep-Oct;31(5):l7-9. No abstract available. 

PMID: 10283881; UI: 83038802. 

Sedianszky E. [See Related Articles] 

[Waiting rooms with relaxing atmosphere and the Kodaly method in ambulatory pediatric care]. 

Orv Hetil. 1982 Jul 4;123(27):1702-3. Hungarian. No abstract available. 

PMID: 7122096; UI: 83013996. 

Dubois Y, et al. [See Related Articles] 

[Play, music and potential space in psychotic children], 

Neuropsychiatr Enfance Adolesc. 1982 Jul-Aug;30(7-8):437-40. French. No abstract available. 
PMID: 7145053; UI: 83063217. 

Reinhardt U, et al. [See Related Articles] 
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[Effect of music on depressed patients]. 

Psychiatr Neurol Med Psychol (Leipz). 1982 Jul;34(7):414-21. German. 

PMID: 7134304; UI: 83039746. 

[No authors listed] [See Related Articles] 

Tuning the human instrument: notes from a music therapy conference. 

Physiodier Can. 1982 Jul-Aug;34(4):226-8. No al^tract available. 

PMID: 10315209; UI: 82247482. 

Hoskyns S. [See Related Articles] 

Huntington's chorea: striking the right chord. 

Nurs Mirror. 1982 Jun2;154(22):14-7. No abstract available. 

PMID: 6211657; UI: 82221535. 

Janssen PL. [See Related Articles] 

[Psychoanalytically oriented art and music therapy in the framework of psychotherapy]. 

Psyche (Stuttg). 1982 Jim;36(6):541-70. German. No abstract available. 

PMID: 7100501; UI: 82248806. 

Thomas E. [See Related Articles] 

[Music therapy in the education and development of mentally retarded]. 

Curationis. 1982 Jun;5(2):46-8. Afrikaans. No abstract available. 

PMID: 6922008; UI: 83002079. 

Guerin ME. [See Related Articles] 

Come sing along with me. 

GeriatrNurs. 1982 May-Jun;3(3):170-I. No abstract available. 

PMID: 6917816; UI; 82165674. 

CoUingwood K. [See Related Articles] 

Psychiatry/mental handicap forum. 4 • Music therapy: the sound of music. 

Nuts Mirror. 1982 Apr 28;154(17):viii-ix. No abstract available. 

PMID: 6919078; UI: 82197114. 

Champlin L. [See Related Articles] 

Generations share die arts in Troject touch'. 

Todays Nurs Home. 1982 May;3(5):24. No abstract available. 

PMID: 10255397; UI: 82177246. 

Janicki AG. [See Related Articles] 

[Music dierapy used as a supplementary treatment in spastic colitis]. 

Pol Tyg Lek. 1982 Apr 5;37(4-5):125-7. Polish. No ^stract available. 

PMID: 7111081; UI: 82274633. 

Baker BS. [See Related Articles] 

The use of music with autistic children. 

J Psychosoc Nurs Ment Health Serv. 1982 Apr;20(4):31-4. No abstract available. 

PMID: 6920406; UI: 82241785. 

Larson BA. [See Related Articles] 

Auditory and visual rhydunic pattern recognition by enK>tionaIly disturbed and normal adolescents. 
J Music Ther. 1981 Fall;18(3): 128-36. 

PMID: 10317149; UI: 82009413. 

Nielsen E. [See Related Articles] 

[Sports and music are a real part in treatment]. 
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Sygeplejersken. 1982 Feb 24;82(8):8-9. Danish. No abstract available. 

PMID; 6917555; UI: 82153637. 

Taylor DB. [See Related Articles] 

Music in general hospital treatment from 1900 to 1950. 

J Music Ther. 1981 Summer; 18(2);62-73. 

PMID: 10298285; UI: 82009410. 

Clark ME, et al. [See Related Articles] 

Music therapy-assisted labor and delivery. 

J Music Ther. 1981 Summer;I8(2):88-100. 

PMID: 10252815; UI: 82009412. 

Chetta HD. [See Related Articles] 

The effect of music and desensitization on preoperative anxiety in children. 

J Music Ther. 1981 Summer;18(2);74-87. 

PMID: 10252814; UI: 82009411. 

Kalashnikov AA, et al. [See Related Articles] 

[Prevention of neuroemotional stress in students durii^ exams]. 

Gig Sanit. 1982 Feb;(2):32-5. Russian. No abstract avaiUble. 

PMID: 6122627; UI: 82187920. 

Asmus EP Jr, et al. [See Related Articles] 

A client-centered model of therapeutic intervention. 

JMusicTher. 1981 Spring;18(l):4l-51. No abstract available. 

PMID: 10252401; UI: 81265905. 

Bitcon CH. [See Related Articles] 

Guest editorial: professional burnout. 

JMusicTher. 1981 Sprmg;18(l):2-6. No abstract available. 

PMID: 10252400; UI; 81265904. 

Lindsay K£. [See Related Articles] 

The value of music for hospitalized infants. 

Child Health Care. 1981 Spring;9(4): 104-7. 

PMID: 10251118; UI: 81170825. 

Gibson RW. [See Related Articles] 

The creative arts therapies. 

Curr Psychiatr Ther. 1982;21:185-8. No abstract available. 

PMID: 7160210; UI: 83130661. 

Ingber D, et al. [See Related Articles] 

Music therapy; tune-up for mind and body. 

Sci Dig. 1982 Jan;90(l):78. No abstract available. 

PMID; 10253664; UI: 82061801. 

Hasselbring TS, et al. [See Related Articles] 

Using microcomputer technology in music therapy for analyzing therapist and client behavior. 
JMusicTher. 1981 Winter;18(4):156-65. 

PMID: 10254570; UI: 82121465. 

Schwabe C. [See Related Articles] 

[Music therapy in geriatric rehabilitation]. 

Z Gesamte Hyg. 1981 Dec;27(12):937-41. German. No abstract available. 
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PMiD; 7344358; UI: 82225944. 

Humphrey T. [See Related Articles] 

Selection of music Aerapy activities by mentally retarded young adults of low^ moderate, and high 
activity. 

Percept Mot Skills. 1981 Dec;53(3):905-6. No abstract available. 

PMID: 7322787; UI: 82105345. 

Walmsley RP, et al. [See Related Articles] 

Music as a feedback mechanism for teaching head control to severely handicapped children: a pilot 
study. 

Dev Med Child Neurol. 1981 Dec;23(6):739-46. 

PMID: 7319141; UI: 82095974. 

Nordeck MA. [See Related Articles] 

The healing power of music therapy. 

Contemp Adm Long Term Care. 1981 Nov;4(l 1):26, 28-9. No abstract available. 

PMID: 10295133; UI: 82026481. 

Frid lA, et al. [See Related Articles] 

[Hypnosis and music analgesia in the postoperative period]. 

Anesteziol Reanimatol. 1981 Sep-Oct;{5):30-2. Russian. No abstract available. 

PMID: 7325381; UI: 82111623. 

Mirtovskaia VN, et al. [See Related Articles] 

[Music in the combined treatment of the initial manifestations of a disorder of the brain blood supply]. 
VrachDelo. 1981 Sep;(9):68-71. Russian. No abstract available. 

PMID: 7303620; UI; 82063772. 

Houts DC. [See Related Articles] 

The structured use of music in pastoral psychotherapy. 

J Pastoral Care. 1981 Sep;35(3):194-203. No abstract available. 

PMID: 10252407; UI; 81266559. 

Brown J, et al. [See Related Articles] 

Effects of an integrated physical education/music program in changing early childhood perceptual- 
motor performance. 

Percept Mot Skills. 1981 Aug;53(l):l51-4. 

PMID: 7290863; UI; 82037122. 

Rajewski A, et al. [See Related Articles] 

[Elements of Dalcroze rhythmics in the treatment of endogenous depressive syndromes]. 

Psychiatr Pol. 1981 Jul-Dec;15(4-6):393-8. Polish. No abstract available. 

PMID: 7342154; UI: 82198099. 

Brodziak A, et al. [See Related Articles] 

[Information disequilibrium and methods of its correction]. 

Wiad Lek. 1981 Jul 1;34(13): 1091-7. Polish. No abstract available. 

PMID: 7303670; UI: 82063880. 

Galinska E. [See Related Articles] 

[Diagnostic and therapeutic aspects of the use of music]. 

Pol Tyg Lek. 1981 Jun 29;36(26):983-6. Review. Polish. No abstract availal le. 

PMID: 7027213; UI: 82037568. 

Sdobnov LP, et al. [See Related Articles] 
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[Use for therapeutic purposes of electrosleep and musical melodies]. 

Med Sestra. 1981 Jun;40(6):40>2. Russian. No abstract available. 

PMID: 6912365; UI: 82012697. 

[No authors listed] [See Related Articles] 

[Music therapy formerly and today for children and grown-ups]. 

Lakartidningen. 1981 May 13;78(20):204S*55. Swedish. No abstract available. 

PMID: 6456391; UI: 82012339. 

Champlin L. [See Related Articles] 

A song in dieir hearts— music dierapy combines iiui, rehabilitation with good results. 

Todays Nurs Home. 1981 Jun;2(6):27-8. No abstract available. 

PMID: 10251665; UI; 81201965. 

Gunby P. [See Related Articles] 

Music dierapy a growing field. 

JAMA. 1981 May 8;245(18):1807. No abstract available. 

PMID: 7230362; UI: 81194988. 

Bugyi B. [S^ Related Articles] 

[Peter Lichten&al, a great but forgotten Hungarian f^ysician-musicologist]. 

Orv Hetil. 1981 May 3;122(18):1086-7. Hungarian. No abstract available. 

PMID: 7022316; UI: 81271798. 

Leonidas JR. [See Related Articles] 

Healing power of chants; imiversal adjuvant ther^y. 

N Y State J Med. 1981 May;81(6):966'8. No abstract available. 

PMID; 6940017; UI: 81198196. 

Heimlich EP. [See Related Articles] 

Patient as assistant dierapist in paraverbal therapy wifb children. 

AmJPsychother. 1981 Apr;35(2):262.7. 

PMID: 7258423; UI: 81253242. 

McGinty JK. [See Related Articles] 

Survey of duties and responsibilities of current music therapy positions. 

JMusicTher. 1980 FaIl;17(3):148-66. 

PMID: 10248697; UI: 81027346. 

Baudin C. [See Related Articles] 

[Music diat heals]. 

ChirDentFr. 1981 Mar 5;51(102):30-2. French. No abstract available. 

PMID: 7014133; UI: 81187653. 

Watts TD. [See Related Articles] 

Theories of aging: the difference in orientations. 

J Music Ther. 1980 Summer; 17(2):84-9. No abstract available. 

PMID: 10247297; UI: 80205754. 

Hun^)hrey T. [See Related Articles] 

The effect of music ear training upon the auditory discrimination abilities of trainable mentally retarded 
adolescents. 

JMusicTher. 1980 Summer;17(2):70-4. 

PMID: 10247296; UI: 80205753. 

Holloway MS. [See Related Articles] 
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A comparison of passive and active music reinSarcement to increase preacademic and motor skills in 
severely retarded 

children and adolescents. 

J MiKic Ther. 1980 Snmmer;!7(2):58-69. 

PMID: 10247295; UI: 80205752. 

Reinhardt U. [See Related Articles] 

[Changes in achievement potential as a criterion for miuic therapy]. 

Z Arztl Fortbild (Jena). 1981 Jan 15;75(2):68-71. German. No abstract available. 

PMID: 7222785; Ul: 81 179185. 

Kirchner-Enders S. [See Related Articles] 

[A way out of speechlessness. Music therapy opens new life chances to mute and multiple handicapped 
children]. 

Krankenpfl J. 1981 Jan 15;19(1):10-1. German. No abstract available. 

PMID: 6907523; UI: 81 146756. 

Moreno JJ. [See Related Articles] 

Musical psychodrama: a new direction in music therapy. 

JMusic Ther. 1980 Spring;17{l):34*42. No abstract available. 

PMID: 10245503; UI: 80116777. 

Riegler J. [See Related Articles] 

Comparison of a reality orientation program for geriatric patient with and without music. 

J Music Ther. 1980 Spring;17{I):26-33. 

PMID: 10245502; Ul: 80116776. 

Lindho^t H, et al. [See Related Articles] 

[Social diempy with mentally disturbed youth]. 

Prax Kinderpsychol FCinderpsychiatr. 198I;(23):56-67. German. No abstract available. 

PMID: 7349385; UI: 831 17416. 

Mohr P. [See Related Articles] 

[Possibilities for rehabilitation in a county hospital]. 

TherUmsch. 3981 Jan;38(l):66-70. Gennan. 

PMID: 7281053; UI: 82018097. 

Domokos K, et al. [See Related Articles] 

Music therapy as a modem rehabilitation method. 

Ther Hung. i98i;29(2):100-2. No abstract available. 

PMID; 7188132; UI; 84172929. 

C<x)k JD. [See Related Articles] 

The therapeutic use of music; a literature review. 

Nuis Forum. 198l;20(3):252-66, No abstract available. 

PMID: 6926532; UI: 83273004. 

Erdonmez D, et al. [See Related Articles] 

PiesCTvation of acquired music performance functions with a dominant hemisphere lesion: a case report. 
Clin Exp Neurol. 1981;18:102-8. 

PMTD: 6926378; UI: 83180872. 

Locsin RG. [See Related Articles] 

The effect of music on die pain of selected post-operative patients. 

JAdvNurs. 1981 Jan;6(l):19-25. 

PMID: 6908593; UI; 81169002. 
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Skjerve J, et al. [See Related Articles] 

[Use of music to tranquilize in dental treatment of mentally retarded]. 

Nor Tannlaegeforen Tid. 1981 Jan;91(2):49-51. Norwegmn. No abstract available. 

PMID: 6451864; Ul: 81150333. 

Nicholas MJ, et al. [See Related Articles] 

Research in music therapy: a survey of music therapists' attitudes and knowledge. 

J Music Ther. 1980 WmteT;17(4):207-13. 

PMID: 102497S2;UI: 81095405. 

Schmuttermayer R. [See Related Articles] 

[Methodological considerations and practical experiences with music therapy in psychotics]. 
Psychiatr Neurol Med Psychol (Leipz). 1980 Dec;32(12):739-44. German. 

PMID: 72S0135; UI: 82016058. 

Benoit JC, et al. [See Related Articles] 

[Multi-family encounter group in a residence for chronic patients]. 

Ann Med Psychol (Paris). 1980 Dec;138(10):i253-60. French. No abstract available. 

PMID: 7224479; UI: 81182429. 

Sackett J, et al. [See Related Articles] 

Music in hospitals. 

Nurs Times. 1980Oct 16;76(42)rI845-8.Noabstractavailable. 

PMID: 6903948; UI: 81053957. 

Wilson L, et al. [See Related Articles] 

Establishing civil service job classifications for creative arts therapists in New York State. 

Am J Art Ther. 1980 Oct;20(l): 13-7. No abstract available. 

PMID: 10251679; UI: 81204118. 

Kneulgen J. [See Related Articles] 

[Free improvisation as an unequivocal communications possibility for schizophrenic patients]. 
Ther Ggw. 1980 Sep:ll9(9):1025-46. German, No abstract available, 

PMID: 7466700; UI: 81126909. 

Charatan FB. [See Related Articles] 

Therapeutic supports for the patient with OBS. 

Geriatrics. 1980 Sep;35(9); 100-2. No abstract available. 

PMID: 7409478; UI: 81005113. 

Bondarchik Mia. [See Related Articles] 

[Music psychotherapy of neuroses and neurosislike states in overall sanatorium and health resort 
treatment]. 

Voen Med Zh. 1980 Aug;(8):62-3. Russian. No abstract available. 

PMID: 6447940; UI: 81016834. 

Emich IF. [See Related Articles] 

[Rehabilitative potentialities and successes of aphasia therapy in children and young people after 
cerebrotraumatic lesions 
(author’s transl)]]. 

Rehabilitation (Stuttg). 1980 Aug;19(3):151-9. German. 

PMID: 6157181; UI: 80257900. 

Formaim-Radl I. [See Related Articles] 
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[Music ther^y in tiie behavior therapeutic combined treatment concept. Comparison between alcoholics 
with neurotic 

personality sfructm-e and patients with behavior disturbances]. 

Z Psychosom Med Psychoaaal. 1980 Jul-&p;26(3):282-95. German. 

PMID: 7405420; UI: 80261661. 

Rocchietta S. [See Related Articles] 

[Music and medicine in the writings of Felice La Torre (1846-1923)]. 

Minerva Med. 1980 JuI;71(27):1949-53. Italian. No abstract available. 

PMID; 6993996; UI: 80233355. 

Rauhe H. [See Related Articles] 

[ProiiK>tion of motivation by music. An atten^t to study the effect of music]. 

Zalmarztl Mitt. 1980 Jul i;70(13):8i9-25. German. No abstract available. 

PMID: 6941563; UI: 81228247, 

Tanaka T. [See Related Articles] 

[Music therapy for psychiatric rehabilitation of the aged]. 

Kangogaku Zasshi. 1980 May;44(5):500-2. Japanese. No abstract available. 

PMID: 6772837; UI; 80252186. 

Malugani M. [See Related Articles] 

[Combination of hypnosis and music in psyctotherapy of adolescents with cbaractw disordere]. 

Minerva Med. 1980 Apr 28;71(17):1259-64. Italian. 

PMID; 7375049; UI: 80188736. 

Stephens G, et al. [See Related Articles] 

Creative arts therapies. 

Am Arch Rehabil Ther. 1 979 FaU;27(3):27-30. No abstract available. 

PMID: 10247808; UI: 80239202. 

Christenberry EB. [See Related Articles] 

The use of music therapy with bum patients. 

J Music Ther. 1979 Fall; 16(3): 138-48. No abstract avail^Ie. 

PMID: 10243588; UI: 79240898. 

Braswell C, et al. [See Related Articles] 

A survey of clinical practice in music therapy. Part 11: Clinical practice, educational, and clinical 
training. 

J Music Ther. 1979 Summer;l<^2):50-69. 

PMID: 10242220; UI: 79174441. 

Radovancevic L. [See Related Articles] 

[Mentally disturbed individuals and music]. 

Lijec Vjesn. 1980 Feb;102(3): 146-8. Serbo-Croatian (Roman). No abstract available. 

PMID: 7401891; UI: 80253657. 

Buttet J, et al. [See Related Articles] 

[Melodic intonation tiierapy. Contribution of neuropsychological reflex activity to clinical medicine]. 
Rev Med Suisse Romande. 1980 Feb;l(K)(2):I95-99. French. No abstract available. 

PMID: 7375755; UI: 80191408. 

Davis WB, et al. [See Related Articles] 

Contingent music in management of rumination and out-of-seat behavior in a profoundly mentally 
retarded 

institutionalized male. 

Provided by Daruiion Brinkley, Chairman of the Board, Compassion in Action 


Page 59of 60 



127 


Music Therapy Citations from MEDLINE at the National Library of Medicine 


Ment Retard. 1980 Feb;18(l):43-5. No abstract available. 

PMID: 7253919; UI: 81244200. 

Braswell C, et al. [See Related Articles] 

A survey of clinical practice in music therapy. Part 1 : The institutions in which music therapists work 
and personal data. 

J Music Ther. 1979 Spring;16(l):2-16. 

PMID: 10241422; UI: 79152805. 

Schaub S. [See Related Articles] 

[Study of the interaction between mood and music experience under its musical and clinical 
psychological aspects]. 

Z Klin Psychol Psychother. 1980;28(2):134-42. German. 

PMID: 7445635; UI: 81081303. 

Gardner GG, et al. [See Related Articles] 

Adjunctive hypnotherapy with an autistic boy. 

Am J Clin Hypn. 1980 Jan;22(3): 173-9. No abstract available. 

PMID: 7386406; UI: 80217390. 

Groves SL, et al. [See Related Articles] 

Music as a vehicle for life enrichment and expanded content for special audiences. 

Adolescence. 1980 Spring;15{57):195-200. 

PMID: 7369008; UI: 80172112. 

Komhauser P. [See Related Articles] 

Preschool and school programme in humanizing children's hospital stay. 

Paediatrician. 1980;9(3-4):231-41. 

PMID: 7208075; UI: 81149995. 

Gala J. [See Related Articles] 

[Health spa treatment of drug abuse]. 

Pieleg Polozna. l980;(10):2-3. Polish. No abstract available. 

PMID: 6905175; UI: 81077605. 

Bang C. [See Related Articles] 

A world of sound and music. 

Scand Audiol Suppl. 1980;(Suppl 10):89-104. No abstract available. 

PMID: 6449731; UI: 81078535. 

[No authors listed] [See Related Articles] 

The lively arts of healing. 

Innovations. 1979 Winter;6(3):4-10. No abstract available. 

PMID: 10244936; UI: 80070856. 

Reiner A. [See Related Articles] 

Ethnic music in music therapy: a program for Jewish geriatric residents. 

Long Term Care Health Serv Adm Q. 1979 Winter;3(4):30I-6. No abstract available. 

PMID: 10244695; UI: 80053376. 

Gruber FO, et al. [See Related Articles] 


Provided by Dannion Brinkley, Chairman of the Board, Compassion in Action 


Page 60of 60 



128 


Mr. McIntosh. Mrs. Marks, we recently lost my wife’s mother to 
breast cancer and hospice was a wonderful experience for us. There 
was a book that we read called “Final Gifts” that helped explain 
exactly what the patient was going through. It talked about experi- 
ences similar to near-death experiences and that didn’t happen 
with Sherry, my mother-in-law, but it was very helpful in terms of 
knowing how best to release somebody you love. I have a great deal 
of admiration for hospice and I appreciate all that you all have 
said. But what observations and recommendations can you offer re- 
garding complementary and alternative medicine as you get to the 
end-of-life care? How did you pick which herb therapies to use and 
some of the different things? How did you go about finding that in- 
formation? 

Mrs. Marks. I talked with various people. I talked with Dannion 
and I talked with Sandra and I talked with the acupuncturist and 
various people who are knowledgeable and have seen the results 
and then we tried one thing and then another and they seemed to 
work. You have to rely on the experiences of other people in this 
situation because the studies are not there. We do need more stud- 
ies and I would like to respond also to the question of coverage. 

I think there should be a national coverage of acupuncture. 
There is no doubt in my mind. That has been proven to be success- 
ful. I think that is one place to start. 

Mr. McIntosh. Good. 

Mr. Brinkley. I think that Chantilly report published in 1994 on 
the beginnings of the Office of Alternative Medicine, which every- 
one received, is the book. I mean it is one of the greatest books of 
this century and each Member received it. To read it will help you 
so much in finding what to target and who is the expert in that. 

Mr. McIntosh. Appreciate that. Thank you. Dr. Tian, do you 
have specific recommendations on coverage? 

Dr. Tian. Acupuncture should be covered. I just want to mention 
that in 1994 FDA and NIH sponsored a workshop on acupuncture. 
There was a panel — I was one of the panelists who reviewed all the 
research papers worldwide. They showed that in the past 25 years, 
acupuncture, only six cases of malpractice in 25 years — which 
means very low risk. It is quite safe and effective. In 1997, NIH 
proved the positive and mentioned the conditions including cancer 
patients and as I mentioned in my talk. 

Mr. McIntosh. So you were able to measure outcomes and dem- 
onstrate that it was beneficial? 

Dr. Tian. Yes, yes. They reviewed all the research papers and 
strongly recommended and supported acupuncture. So I have a 
problem understanding why Medicare does not cover acupuncture 
treatments because this is now — acupuncture is in mainstream 
health care. It is not something we don’t understand. 

Mr. McIntosh. Yes. 

Mrs. Marks. Because it is not western medicine. 

Mr. McIntosh. There seems to be a real bias there. We ought 
to use scientific criteria and say when it works we will support the 
payment for it. 

Mrs. Marks. I would like to add something if I might. I would 
like to see some consideration being given to tax deductions in term 
of supplements, not just the ordinary vitamin you buy over the 
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counter, but in terms of supplements I think there could be a real 
study of that and it would help people to be able to include the cost 
of such supplements in their medical expenses. 

Mr. McIntosh. Thank you. Let me finish my questioning and 
recognize Mr. Kucinich for 5 minutes. 

Mr. Kucinich. Thank you very much, Mr. McIntosh. First of all, 
I want to thank the panelists for coming before the Congress and 
this committee to present their views, which I appreciate and 
honor as well as your commitments. Mr. McIntosh raised an impor- 
tant question about what Medicare would cover. I would certainly 
be ready to advocate that Medicare covers the full range of com- 
plementary treatments, and as someone who understands the basic 
assumptions of allopathic medicine, it would appear that it is fo- 
cused purely on the body and not even on the senses, by the way, 
but on the body itself, is almost a preoccupation. 

It focuses a very narrow subject-object orientation, which really 
minimizes one’s humanity. When you get outside of that sphere of 
practice or the philosophy which subsumes it, you get to a condi- 
tion of understanding that there are other choices out there, some 
of which have been used for thousands of years in other cultures, 
other ways of looking at the world. What really we are challenged 
to do in this Congress is to assist allopathic practitioners in broad- 
ening their perspective and not to threaten to supplant that prac- 
tice. The word is complementary. The word is adjunctive therapy. 
To find ways of giving people more choices about the way they live 
and the way they die and the testimony that I have had a chance 
to review of the witnesses, which speaks to options that deal with 
therapeutic touch and prayer. 

Prayer, you are dealing with the spiritual condition of people. I 
mean if we are more than our bodies and we are mind, body, and 
spirit, and if we have integration, and you take a truly integrative 
approach, it is quite possible that people are not simply ushered 
from a physical to a nonphysical condition, but they are given an 
opportunity to give their lives more meaning. And when you do 
that, you not just prolong or bring about the possibility of a prolon- 
gation of life, but you do it with a sense and attribute to the qual- 
ity of life, which I think helps to celebrate humanity. If there is one 
thing that our current medical practice despite its technological ef- 
ficiency doesn’t quite reach, it is a celebration of the humanity of 
the individual. 

When I look at the work that is represented here by these practi- 
tioners and by these philosophers, and you look at life review, 
music therapy, guided imagery, visualization, human touch, prayer, 
these are a lot of things that people find that excite their interest 
in life itself 

Mr. Brinkley. Well, I mean I would like to say this about the 
VA. And I see this and I hear it from Ira. What I love about the 
VA right now is they give us the opportunity. They are the one true 
Government institution that allows us the freedom of movement to 
use these things. You know you think about guided imagery and 
music therapy. How many of us — and the other day someone says 
how do you think a bunch of soldiers can use guided imagery? Well, 
I made one to Mr. McIntosh, but you think of this. In the guided 
review, in the end-of-life review which we are all taught; we ask 
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them what their favorite song was. It will be a dance at a USO. 
It will be when they met their wife and when they start telling you 
that story and we go out and find the music and bring it back and 
let them listen to that era in their life, that is music therapy at 
its best. 

The VA allows us, because I train my practitioners in therapeutic 
touch, aromatherapy, music therapy, and color therapy, 
noninvasive alternative and complementary techniques, and I love 
them because they will let me try anything that will help that pa- 
tient. The other day someone said prayer? You are going to go into 
a VA and talk about prayer? And I said, pal, whether you know 
it or not, there ain’t no atheist in a foxhole. Everybody knows about 
prayer right then and there and we are watching it work and try- 
ing to set up programs where that is happening. 

Mr. Kucinich. Thank you very much and I would like to tell Mr. 
McIntosh that I think this is an important function of the Congress 
because as we go to a new millennium, we have a chance not just 
to keep repeating those things that didn’t work, but bring back 
those things that do work and try to introduce them into a more 
broadly accepted public policy. If there is one thing, one area that 
might help guide us to a new age of enlightenment in this world, 
I think it would be the area of complementary medicine. So thanks 
to all of you for your commitment. Thank you, Mr. Chairman. 
Thank you. 

Mr. McIntosh. Thank you, Mr. Kucinich. I will now have the 
committee stand in recess at the call of the chair after this vote 
and I will leave it to the discretion of Chairman Burton whether 
he wants to continue with this panel, if that is all right. He may 
have some more questions that you didn’t get to answer before he 
had to leave. The committee will stand in recess. Thank you. 

Mr. Brinkley. Thank you, sir, and my heart goes out to you 
about your wife and the loss of her mom. Tell her I owe her a hug. 

Mr. McIntosh. Thank you. 

[Recess.] 

Mr. Horn [presiding]. The committee will be reconvened. If panel 
one is still in the room, there are a few questions we would like 
to ask of panel one. So if you could take those seats again we will 
put some of these questions for the record. Sorry about the voting 
interruption. That is our life here. So those are the things we have 
to do, but we enjoy these. 

OK. Let us start. Dr. Byock, you are here and would you give us 
an opinion as to how do the British and the Canadian health sys- 
tems differ in offering hospice programs? 

Dr. Byock. Very importantly, a person is not made to choose be- 
tween continuing life prolonging therapy either with chemotherapy, 
if they have cancer, or hospital-based therapy for congestive heart 
failure, or those sorts of interventions in order to receive hospice 
care. I have spent some time in both countries actually studying 
the hospice delivery system and although neither of them are per- 
fect by any means, by the way, people aren’t provided with what 
I have come to term “the terrible choice,” where you can either con- 
tinue to get cancer therapy, for instance, or you can, you know, 
give up and get hospice care which is what they hear. 
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So in the decision whether to receive hospice care, families are 
often — they feel that they are being made to give up the oppor- 
tunity to go back to the hospital, to give up the opportunity to have 
more chemotherapy, maybe an opportunity to use an intensive care 
unit if they need to. In fact, also, in many hospice programs these 
days because the hospice community is struggling with survival of 
their programs, programs can’t provide, they cannot pay for certain 
very expensive pharmaceutical agents, for instance. 

There is a pain medication called Duragesic which can cost as 
much as $36 a dose. There is an anti-nausea medication. One is 
called Zofran that can cost $100 a day. In order to receive those 
medications for comfort, people actually very often have to stay in 
the hospital. That is kind of an irony. Their care would be less ex- 
pensive at home, but they have to be in the hospital. In Britain and 
in Canada, people simply can have both. They can have full service 
hospice care and continue to see their chemotherapist or go to the 
hospital when they need to. 

In fact, when that happens, when people aren’t forced to make 
that choice, their behavior changes. They have a confidence that 
they can be at home, that they will be cared for, that they will be 
comfortable, and as that confidence builds, because it is nice at 
home, you know, you want to live out your days at home, their be- 
havior over time is that they don’t tend to call the ambulance be- 
cause there is a plan in place for when problems occur right there 
at home. They don’t go back for their fourth or fifth round of chem- 
otherapy often because, you know, they are focused on quality of 
life rather than the quantity of life. 

So that what happens over the last year of life is in both systems 
even though the choice isn’t imposed, in fact, the result is that peo- 
ple tend toward home care rather than using the hospital and the 
ICUs. It doesn’t take many avoided hospitalizations or ambulance 
trips or ICU admissions to pay for a lot of high touch care in the 
home. 

Mr. Horn. When you compare British and Canadian systems, 
are the therapies offered in each plan similar or are there dif- 
ferences between the plans? 

Dr. Byock. There are differences, but they are fairly similar. And 
I want to say, you know, there are — certainly having spent time in 
both countries, there are certainly major advantages to the Amer- 
ican health system when it comes to acute life saving illness and 
injury. I practiced emergency medicine for a number of years, and 
I would much rather practice that here than in the accident and 
injury departments in Britain. 

At the end of life, however, when you are living with advanced 
chronic illness, frankly I would much rather be cared for in either 
of those two systems. Not only is the access to palliative and hos- 
pice care better, but rarely do people face the end of life worried 
that they are financially devastating their loved ones and that they 
have truly become a burden to the people they are leaving behind. 

Mr. Horn. You are absolutely right. That is a major worry for 
every elderly person I have met. 

Dr. Byock. It is. 
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Mr. Horn. Are there various therapies including complementary 
therapies that Medicare does not cover at this time that you feel 
could improve the end-of-life care? 

Dr. Byock. Well, if we have access to adequate pain management 
and services like palliative and hospice care, the answer is yes. 
Simple things that provide comfort and pleasure for people such as 
massage therapies or aroma therapy, music therapy was men- 
tioned, having the time to do life review with people, to just bring 
them back through their stories. In the hospice program I have 
been most recently associated with, we frequently use massage 
therapy as a way to not only alleviate muscle tension and physical 
pain, but actually as a gift of pleasure for somebody whose time is 
short. All of those things can be incorporated, frankly often within 
the comprehensive package of hospice care without dramatically in- 
creasing expenditures in any direction. 

As I said, because we already spend an enormous amount of 
money during the last year of people’s lives because they are so 
sick, simply by coordinating efforts with a consistent, cohesive vi- 
sion of what good care should look like, we really can simply by re- 
directing resources achieve much, much better outcomes. And I 
think we really should have much higher expectations. I don’t 
think that is going to require more money. 

Mr. Horn. Well, I thank you for those answers and, Mr. 
Brinkley, you came in just in time. I once was president of a uni- 
versity where we had a very fine music therapy program, and my 
question to you is, what is the basis for why you think music ther- 
apy can be effective? 

Mr. Brinkley. Well, when music therapy became a scientific mo- 
dality was during World War II before we knew what post-trau- 
matic stress syndrome was. We called it shell shock. Music therapy 
began to be a tool from 1941 to 1947 in VAs and then in its out- 
growth it became to be a very comforting zone. Look at all of us 
where music therapy really works. How many have listened to gos- 
pel or spiritual? How many have a favorite song? And the other 
day when I mentioned just earlier someone said how do you bring 
music therapy into a VA? By simply sitting with a soldier and as 
he reviews his life, what is the favorite song? And it will be a song 
from a USO. It will be the song that he met his wife by. 

And when you look at how advanced music therapy has been 
brought into play with handicap, with autism, and it is 
noninvasive. It only takes a tape recorder, music, and conversation. 
It is not labor intensive. It is not medical or therapeutic or drug- 
intensive and it is a quiet way to start. I have learned a lot about 
people listening to music as opposed to the static of the hallways 
and the rooms. And it worked with Carolene when we were going 
through this with her husband, the difference that music therapy 
made in a simple room. 

I used to call her and threaten her about turning off the tele- 
vision. As soon as I would hear it, I would threaten her, turn the 
television off and play this kind of music. And Steven Halpern and 
I want to take things, after going through 10 years of alternative 
and complementary focus, and it never really goes anyway except 
in the school of nursing and in some small groups in the NIH, but 
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never out of the Office of Alternative Medicine, and take these 
things and show how they can impact. 

And when you have guided imagery, which is music and a 
thought process to take a person through the relaxation and the 
comfort that all of us have seen work, and then we begin to really 
look at these things not from an intense medical perspective but 
from a mental, emotional, and spiritual perspective, and we have 
begun to help them go home safely. 

Mr. Horn. On the point of music therapy, how do you use that 
to help the next generation not be afraid of death and dying and 
even more important to be like those from the Second World War 
where they made a great difference in their own lives for valor and 
many in service on the front line? 

Mr. Brinkley. In what we call Education 2000, there was an ini- 
tiative called “service learning.” This service learning program, it 
was taking kids to keep from being dropped out. I work in South 
Carolina with an EH class, which is emotionally handicapped. I 
have looked at Minnesota, Ohio, and California, who are doing fab- 
ulous programs of taking kids, single parents or abused children, 
and by taking them and giving them service learning, giving them 
responsibility into the community, to go to a nursing home, to go 
to a VA, to go to these places with a sense of pride that they are 
service in the community and in their own homes. 

You know when you are in a place that has children that, has 
seven children with three mothers, seven children, and no male fig- 
ure, you know things are going to be a little rough. To take these 
kids and let them help an old soldier and old soldier tell them a 
story and say thank you, this is a way that the old and the young 
still have service. A young child finding an identity in a community 
and an old soldier doing one more job. And that blend I have 
watched be so tremendously effective on both of them that the 
guys, the little fellows, they come and sit with attention. They have 
less problems. The teacher has less problems because an old soldier 
talked to them and they helped someone. 

We have to look at the emotional spiritual sides of us as individ- 
uals and by bringing those together we are going to improve the 
quality of the next generation with service, compassion, and caring. 
And we are going to give an old soldier a chance to make those last 
stands and helping people understand what he fought for, what 
this country is about, and to improve the quality of a community 
working together. 

Mr. Horn. I think you are right on the mark. I had a psychology 
program for undergraduate and graduate students where they 
would go out and help mentor and spend time talking to senior citi- 
zens in various homes. And that was good for them and good for 
the senior citizens. 

Mr. Brinkley. Yes, sir. Mentoring is a tremendous program that 
doesn’t cost anything. Nothing I am talking about costs anything 
except maybe a $9 cassette player and the ability for a community 
service related person to want to get involved. The Council on 
Aging is doing this and service learning is really a wonderful pro- 
gram when applied just like you are saying mentoring. There are 
a lot of vast resources in our elderly people that can really help 
once that interaction of helping and serving each other gets into 
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play. It helps me tremendously. I love people who are in their elder 
years. Why? Their sense of humor. They will tell you like it is. 

Mr. Horn. Yes. 

Mr. Brinkley. And they are the joy that helps us all learn to 
grow closer together. 

Mr. Horn. Mrs. Marks, when you served on that advisory panel 
at NIH, did you feel the advice of the panel was being listened to? 

Mrs. Marks. No. 

Mr. Horn. Would you like to elaborate on that? 

Mrs. Marks. I felt that there was something that was stopping 
the message from flowing where it should go. There were studies 
that went out in the field, but not much has come back. I hope that 
with its becoming the new Center for Complementary and Alter- 
native Medicine that that philosophy will change. But it is very im- 
portant for the Congress to put pressure, if you will pardon me — 
I know there is someone from the NIH here — to put pressure on 
the NIH to move forward because this is so key to wellness and 
health and illness. 

I would like to expand upon what one of the gentlemen said. I 
think another area where Medicare could provide more coverage is 
in psychotherapy. There is some coverage but it is a little difficult 
to achieve the coverage, and I think that is very important in terms 
of wellness. I think it is also important to enable people to die at 
home. My mother died when my daughter was 14. She held her 
hand while she was dying and Carol said, “I am not afraid of dying, 
now.” 

Mr. Horn. Well, on the point of the observations you have made, 
what recommendations could you offer us regarding complementary 
and alternative medicine research in the end-of-life care? Do you 
have some particular recommendations you would like to share 
with us? 

Mrs. Marks. I believe the record is being kept open for 10 days. 

Mr. Horn. Right. 

Mrs. Marks. May I send that to you? 

Mr. Horn. Certainly. 

Mrs. Marks. I think it is important right now to say that I think 
some of the actions that have taken place in communities and in 
organizations and such as the doctors here have observed, I think 
it is very important to start with that and move forward because 
there is a great deal of belief that this works. And I know it works. 
I have a friend who had non-Hodgkin’s lymphoma. She had a bone 
marrow transplant at Stanford. Her husband did Jin Shin Jytsu on 
her everyday and she left the hospital in 3 weeks, earlier than any 
other patient so treated had ever left. Now that is anecdotal, but 
we can build on the anecdotal. We don’t have to have the scientific 
reports. It happened. 

Mr. Horn. Question for you, Mr. Tian. And this will be the last 
question unless Chairman Burton has one. Please, I will yield to 
you. 

Mr. Burton. Well, since you are talking to Dr. Tian, I want to 
learn more about acupuncture because I may be calling you myself 
I have some problems once in awhile. But Mrs. Marks said — and 
thank you for yielding. Chairman Horn — I am concerned about you 
are on the advisory panel and you said that you felt like NIH 
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wasn’t listening to you. You are not the only person that has said 
that. 

When you were talking to them or when your compatriots were 
talking to them from the advisory panel, why do you guys feel like, 
why did you feel like they weren’t responding or weren’t paying 
any attention? 

Mrs. Marks. I think the results. I haven’t seen the results that 
I would like to see achieved and it was a very slow pace. Now, it 
is a different operation, I hope, so I think we should look at that 
very carefully. I am no longer on the council. My term ended. I am 
on Berkley Bedell’s Foundation on Alternative Medicine. I would 
recommend that we all talk with him, too, because he does have 
some procedures in place. But it just appeared to me and to some 
of the other people who are on the council that the pace was very 
slow and I would go to every meeting and say people are dying and 
people are ill and we have to move faster. The pace is slow. Let 
us try to improve the pace, speed it up. 

Mr. Burton. Well, I shall look forward to your response to what 
Chairman Horn was asking for awhile ago because we will have 
people from NIH up here on a regular basis and I think they are 
aware of that and we will do everything we can to get them to open 
up to some of these new ideas. 

Mrs. Marks. I don’t mean to be disparaging of the NIH. I think 
it is going to be a different matter now. I am hoping. 

Mr. Brinkley. I am not really sure that it will be, but I attended 
every meeting for 10 years. I looked at everything. I think it would 
behoove this group of gentlemen to take a good look at those who 
already sat on the boards for 10 years who are now scattered back 
into the mainstream who left or rotated off. You have probably 30 
or 40 people. Go ask them. They can be located. Ask them to send 
you a report and let them tell you what they saw. You see such 
disheartening among these people who had such faith and hope in 
this and then you look at how the mechanism and the money was 
spent. You know I don’t owe the NIH anything. All I care about 
is people in the end-of-life care and there are maybe 60 people that 
you can call upon to give you good scientific, medical perspectives 
of what they saw. 

And that is $96 million. Chairman Burton and Chairman Horn. 
That is $96 million. What I could do with $96 million or any of the 
rest of us in palliative and end-of-life care, we can’t even com- 
prehend that much money. 

Mrs. Marks. I can send you a list of some of the people when 
I send the material to you. 

Mr. Burton. We will look at that. Thank you, Mr. Horn. 

Mr. Horn. Well, Dr. Byock, I think wanted to answer your ques- 
tion, too. 

Dr. Byock. One minor point here. It is actually a major point 
that I want to kind of put in context. A recent study, a very impor- 
tant study from NIH researchers on care giving of people, termi- 
nally ill people, in their homes. One of the findings was that less 
than 3 percent of the care that they received was from volunteers. 
Now, you have seen today or heard testimony about how willing 
and ready people are across the country to step up and care. An 
unintended side-effect of our licensure and accreditation policies of 
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the health care system is that we have inadvertently built barriers 
for the community to come forward. 

Now we have to reach back out and build programs or avenues 
where people can be trained and supervised, including being sup- 
ported, in providing care as volunteers to other members of their 
community and we need to set an example as a national govern- 
ment for communities across the country. In my own community, 
I know that if you build those avenues, people come. They are 
ready and willing to provide care. They do it for free. It improves 
the quality of their life as volunteers and members of the commu- 
nity. This is a national resource that we can tap that will not ex- 
pand the Federal budget and that is really unfortunately being 
largely untapped today. 

So here is NIH research that I think casts a very bright light on 
a place that we need to expand the care resources in our country. 
Thank you. 

Mr. Burton. Thank you, Mr. Chairman. 

Mr. Horn. Did you want to bring up the veterans question here? 

Mr. Burton. Well, I do not want to prolong the panel because 
they have been here for a long time. Mr. Waxman brought up the 
issue of the bill that we have got that is going to be pending before 
the House I think in the next few days regarding DEA and how 
they are going to have control over people getting medications that 
might ease their pain and suffering. Do you think that is going to 
be a big problem? And if so, what do you think we ought to do 
about that? 

Dr. Byock. You know this is a very contentious bill. It has unfor- 
tunately increased the polarization in this country around these 
issues which I think is really unfortunate because I think that peo- 
ple on both sides of the issue of assisted suicide firmly believe that 
we need to improve end-of-life care. Having been introduced, I ac- 
tually support the Pain Relief Promotion Act because from my per- 
spective, lethal medications are already illegal and the DEA al- 
ready has this authority. They already have this authority and so 
I don’t see an expansion there except in the State of Oregon which 
we know is an exception. I don’t see how it changes anything other 
than improves education of the DEA and local law enforcement in 
what is effective pain management. 

From my perspective, if we are going to have a problem with 
physicians confusing effective pain management with euthanasia 
we have an even more serious problem in this country. As a physi- 
cian who has practiced emergency medicine and hospice and pallia- 
tive medicine, I can tell you that it isn’t a subtle distinction be- 
tween caring and killing. The medications we use are different. 
And I do think intention matters. So from my perspective, I think 
that intentionally killing a patient has no place in the health care 
system or the practice of medicine. 

I have no problem with the Pain Relief Promotion Act. I under- 
stand, however, that it has become a symbol and that it is increas- 
ingly polarizing people who really need to talk to one another. I 
mentioned before I have for many years spoken ardently against 
the legalization of physician-assisted suicide. Frankly, during that 
time, I have come to be personal friends with a number of the peo- 
ple that I still argue with and debate from podiums. I know that 
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they are good people, that we seriously disagree on this matter, but 
that together we have a strong commitment to alleviate suffering 
and improve the quality of life for dying Americans. I think that 
this bill should not keep us from building that collaborative spirit 
and working together to alleviate suffering. I think that is an 
achievable goal. 

Mr. Burton. Congressman Waxman and I and others will try to 
work to clarify that when it goes to conference. 

Dr. Byock. Thank you. Thank you very much. 

Mr. Burton. I think we should pass it through the House and 
then get to the Senate and get it in conference. 

Dr. Byock. I would be happy to serve as a resource to you. 

Mr. Burton. Fine. Thank you, Mr. Chairman. 

Mr. Horn. Thank you. We appreciate you asking those questions. 
I think all of us, the one worry we have if we are going to be hos- 
pitalized when you are in your 60’s, 70’s, 80’s, whatever, we don’t 
want to be a burden on our family. 

Dr. Byock. Right. 

Mr. Horn. And we didn’t work for 50 years or 60 years, 7 days 
a week, to be then have that money flowing down to the hospitals. 

Dr. Byock. That is right. 

Mr. Horn. And as far as I am concerned, pull the plug on me 
because I don’t want to damage my family and I don’t want any 
small estate I might have to be going down the drain because of 
some idiotic new probe that they stick in me. So you are all under 
oath and I am under oath. So I feel very strongly on that problem 
and I think we have got too many loose screws in this society that 
haven’t faced up to some of these issues. 

Mr. Brinkley. I agree. And critical care doctors are a great re- 
source for this. Chairman Horn. Critical care doctors are the ones 
left, whether you administer 40 milligrams of morphine in a slow 
controlled pain reduction or whether you give them 20 and then 
they go immediately. I mean a good physician knows what he is 
doing. Where I come into that issue is law enforcement has a place 
to control certain controlled substances, but law enforcement aren’t 
at the bedsides, they are sitting in their towers and doing what 
they are doing and chasing whatever they are supposed to be 
doing, but they are not at the bedside like a doctor is. They are not 
watching the pain this person is in. 

And that physician is frightened because he is at the maximum. 
I have a 48-year old veteran. He is paralyzed. He broke his neck. 
He got hit by a train. He cannot move. He is in paralysis. He has 
degenerative muscles and atrophy of his muscles. His spine, which 
is where most of your nerves are, is pushing against it. The doctors 
can give him no more medication because the DEA says he can’t 
do it, and although I see this person literally every couple of days 
and he has been a friend of mine for 35 years, I get a little resent- 
ful because this doctor can give him something to relieve the pain. 
They have a pump, but then the pump has to be regulated by the 
DEA. 

Then they go through a whole new deal where they drive him up 
and down the road between medical hospitals in a van. There is a 
point where, hey, guys, wait a minute. These are human beings 
and stay out of it, let the doctor do the job because he has kept 
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him alive for 7 years, you think he is going to kill him now? And 
I am like Ira. I am against assisted suicide. I am totally against 
euthanasia. I believe you choose to come and are chosen to come 
here, you have come to do your time, and whatever you messed up 
or what went wrong genetically, you still have your time here to 
do, and it is important that we keep that. 

What I am worried about in the Veterans Administration, and I 
have people here, that there comes a time when it reaches, when 
you are losing 40,000 a month, and you guys will keep putting 
pressure that euthanasia, whether, no matter how it comes, will 
become almost necessary and that is why I want to make this 
something to be aware of today, that 3 years from now there will 
be choices being made by physicians and by staff members who are 
writing appropriations for VA and by collective little consortium 
group that we then will be euthanizing these guys and some 
against their own will and some happy about it, and that is what 
this bill is polarizing, and I don’t mean to ramble on, but these are 
some really important issues that I am so proud the committee 
brought to focus today. Three years from now, it will be dead on 
your election trail, but now you have made the motion to move for- 
ward in it and this bill coming up, it has to find where Chairman 
Burton said, that middle ground — and you. Chairman Horn — that 
middle ground. It must be found. 

Mr. Horn. Well, we thank you for those thoughts and Dr. Tian, 
I will ask you the last question for the panel. Why is it, do you 
think, that the NIH Clinical Center has been so progressive with 
providing acupuncture for their patients, even before there was an 
Office of Alternative Medicine? 

Dr. Tian. In 1986, it was the first time that I was invited to give 
a talk at NIH Clinical Center regarding Chinese medicine. Since 
then I have treated a lot of NIH physicians including their patients 
and families for 4 years. They referred all the tough cases to me 
as a last hope. So until 1990, they believed that we don’t know too 
much about acupuncture and Chinese medicine. We know this guy 
was trained at the NIH. He knows science and he is good guy. Let 
us try acupuncture for Clinical Center patients. So the board of 
Clinical Center approved acupuncture first in May 1991 before the 
office — 0AM — which was set up 1 year later. 

I provided acupuncture almost everyday for in- and outpatients, 
including emergency patients. I believe also they reviewed a lot of 
the data, research papers, and there were a lot, more than a few 
hundred clinical trials on acupuncture. I want to share the experi- 
ence with applying for research grants because I tried three times. 
The first two times I didn’t get it because I was using the lan- 
guage, the Chinese language and Chinese medicine. And then I 
learned, I realized I must change this. So I am not going to say 
anything about how the skill, what kind of skill you enhance or re- 
duce energy. I am talking about the “dosage” of each treatment. So 
the four groups of patients will be treated in different “dosages,” 
stimulation, time, how am I manipulating the needles, and finally 
we passed the group. You know the group who reviewed the sci- 
entific grant is not from Alternative Medicine. It is from different 
institutions, for instance, arthritis or fibromyalgia, that is from Ar- 
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thritis Institute, not from Alternative Medicine until recently they 
changed the system. 

Now I believe the National Center for Alternative Medicine and 
Complementary Medicine can give a grant directly. So they would 
set up their own panel. It will be much easier. So I was joking with 
my colleagues at NIH. I said now I understand the system. OK. We 
want to study an apple. I said this is an apple, it is delicious, it 
is from China, let us study it. They say, “no, no, no. We are not 
interested in apple because the apple is not in regular shape; you 
have to cut.” I say all right. How many cuts do you want? They 
said try to make six cuts. One, two, three, four, five, six. Now the 
apple is a square. Can we study it now? Yes. We can study. That 
is my experience of some skills needed to get a research grant. I 
want to share this. Maybe you want to follow this to get your re- 
search approved. 

Mr. Horn. In 1981 I was in China at the Second Medical College 
in Shanghai and watching a brain operation with acupuncture and 
a mix with western ether of the 30’s, shall we say, and it was fas- 
cinating to see that. There were about a dozen of us asked to go 
over and look at the various institutions the Chinese Government 
thought they might make some changes in. So I was fascinated by 
that and I am curious on your early venture into this. 

Dr. Tian. Thank you. 

Mr. Horn. Thank you. Does the gentleman from Indiana, our es- 
teemed chairman, have any further questions of this panel? 

Ms. SCHAKOWSKY. Mr. Chairman. 

Mr. Horn. Yes. Fine. 

Ms. SCHAKOWSKY. Thank you, Mr. Chairman. I am sorry that I 
have been so in and out because this is an issue very dear to my 
heart. My father, who passed away in 1997, really taught all of us 
how to die. It was an incredibly uplifting experience. He lived in 
my home for 6 years and then at the end of his life we were really 
blessed with hospice care. And it was, well, I am really beyond 
words almost. It was just an incredible experience, one that I think 
was comforting and rewarding for all of us. 

But I was concerned and you raised this. Dr. Byock, in your testi- 
mony that we had to somehow certify that he would be dead in 6 
months, although the doctor said, you know, there is no sanction 
if he doesn’t comply and die in the right amount of time, but that 
is certainly a barrier. And then the issue of relinquishing access to 
other kinds of services was definitely something that we as a fam- 
ily had to talk over and I think — is that what you had in mind 
when you were talking about the statutory limitations, et cetera, 
that we had to 

Dr. Byock. Yes, it is. And now there are repercussions if some- 
body is admitted to a hospice program and doesn’t die quickly 
enough. Right now we have I think a national crisis just in the 
Medicare hospice benefit program. The median length of stay in 
hospice programs is right around 17 days. Congressional intent 
was that people have access to about 6 months of hospice care. 
Hospice providers want to do end-of-life care. That is what we are 
trained to do, but currently we are doing brink-of-death care. There 
is not a lot of time to do the life completion and life closure work 
and really nurture the family process when people are being admit- 
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ted right sometimes within hours of their death. This is unneces- 
sary and frankly it is so ironic because it ends up costing the sys- 
tem more money, not less. 

Ms. ScHAKOWSKY. I also just wanted to make the point, if you 
will allow me, Mr. Chairman, regarding how this interfaces with 
the whole issue of the so-called right to die and I got a fax today 
regarding an Oregon patient with dementia who was, in fact, the 
physician even though the physician knew that this person couldn’t 
remember anything or really understand anything, including the 
names, could not remember recent events and people, including the 
names of her hospice nurse or her doctor. Was this already dis- 
cussed in this hearing? 

Dr. Byock. No. 

Ms. ScHAKOWSKY. They made the decision, the go-ahead was 
given by Kaiser Permanente to end this person’s life. I think what 
we are talking about here is a whole new ethic, a whole new ap- 
proach, a whole different understanding about what end-of-life 
means, and that is so important, I think, to our whole society and 
what we are about as people. We must understand the value, the 
importance, the dignity, and the beauty of these last days, rather 
than seeking ways to cut it off earlier and particularly when we are 
robbing people who can’t even make these decisions of their right 
to live. 

Dr. Byock. It is very troubling. This case was in “The Orego- 
nian” over the weekend and it talks about a patient with advanced 
cancer who also has dementia and can’t remember the events of 
her diagnosis or treatment nor who her doctors are. The family felt 
that she wanted to be helped to a preemptive death. Her doctor dis- 
agreed. They got a mental health consultant who thought that she 
did not have decisionmaking capacity. So they got a new doctor 
who then got a new mental health consultant. This is all within the 
Kaiser Permanente system. 

The second medical consultant felt, well, maybe she could and 
the ultimate decision went to a physician who is a Kaiser adminis- 
trator and also a Kaiser shareholder who ultimately decided that 
it would be OK for this woman to receive her lethal prescriptions. 
Those of us who worry about the slippery slope in assisted suicide 
have been proven right in this case. The slope is not only slippery, 
it is a virtual precipice. 

Ms. ScHAKOWSKY. Let me just make one final comment. For 5 
years before I went into the State legislature, I was director of the 
Illinois State Council of Senior Citizens, so I can easily envision sit- 
uations where frail elderly, women in particular, who are faced 
with the choice of and posed with the question, do you want to be 
a burden to your family? 

Dr. Byock. Right, exactly. 

Ms. SCHAKOWSKY. And to society. 

Mr. Brinkley. It happens all the time. 

Ms. ScHAKOWSKY. And wouldn’t it be better for you and for ev- 
eryone if you just opted out? We have so far to go to offer people 
at the end of life the option of living with dignity to now choose 
the right to die I think is — or so-called right to die — I think is such 
a serious mistake. 
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Dr. Byock. So many people that I speak with who are asking me 
for help in dying say that for them the choice seems to be one be- 
tween suffering on the one hand and suicide on the other. If that 
is the choice that Americans face, it is no more a progressive exten- 
sion of our personal freedoms than “Sophie’s Choice” in William 
Styron’s novel was an expression of self-determination. 

Ms. ScHAKOWSKY. For low income people, that seems to be the 
choice, as you pointed out in your testimony, that low income peo- 
ple seem to have less access to pain medication and pain allevi- 
ation. 

Mr. Brinkley. Burden on the family. The three major things — 
pain, insufficient pain management; the dignity at the end of life; 
or putting an unnecessary burden on the family — are the three rea- 
sons that we come across all the time why euthanasia or assisted 
suicide comes into play. None of those are necessary. We live in the 
greatest country in the world. We have the resources, the people, 
and the hearts and the souls in the legislature, in the government, 
to step up and handle this. Why I support Ira in what he does, he 
is out here with everything he has and just what you went through 
and just what you are seeing, when a person hits a place where 
they are going to burden their family, they have insufficient pain 
management, which I think is somewhat a conspiratorial nature, 
and they lose their dignity, and then Kaiser Permanente comes 
along with a great suggestion of how to end it all, and the person 
who is making that decision is a bean counter, he is not a doctor. 
A doctor knows what he is doing. 

I watch this all the time, and I watch the struggle that critical 
care and palliative care doctors go through. I am just a guy. You 
know I don’t have a — I don’t have those mixed feelings about it. I 
am going to protect that person. We have to enlarge that scope for 
critical care and palliative care doctors that they can be respon- 
sible, they can make the right decisions, and they can stand up and 
fight for what a managed care or an HMO or PPA or PPW or what- 
ever they are all called in making that decision, and we are capa- 
ble. And why I am so proud to sit here today, and really proud, be- 
cause Chairman Burton and Beth, and Chairman Horn and the 
rest of the committee, you are stepping up to the plate. 

It is not going to stay in the closet. It is going to come out and 
be dealt with so 2 to 5 years from now or maybe 10 when it is us, 
we have opened the door for graciousness, complementary and al- 
ternative therapies, legislative action, and a safety net so people 
have a place to come. So thank you. 

Ms. SCHAKOWSKY. Mr. Chairman, in honor of my father, if I 
could just say that the one thing I learned from him is that you 
don’t lose your dignity unless you give it away. 

Mr. Brinkley. You got it. 

Ms. ScHAKOWSKY. And he taught us all that. Thank you. 

Mr. Horn. I thank the gentle woman from Illinois on that very 
perceptive discussion and now I would ask does the distinguished 
woman from Maryland wish to get into this? 

Mrs. Morella. Absolutely, Mr. Chairman, and I want to thank 
the panel and in advance the second panel because I think this is 
a very important issue. Speaking to the chairman of the full com- 
mittee, it is too bad we just have so many committee hearings and 
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mark-ups going on at the very same time, so that we cannot stay 
with one committee throughout its entire duration to be able to 
fully relish and absorb and respond to what is being said. 

I, like Ms. Schakowsky, and probably others on this panel, have 
experienced firsthand the difficulty with dying in the midst of a full 
life. My sister died in 1976 at the age of 40, and we took her six 
children into our family with our three. But she was fortunate or 
we were fortunate in that we were able to provide a home environ- 
ment where she was at home and she was at home with the family, 
with the little children, and we all recognized that unless a miracle 
occurred, that life was going to be shortened and therefore I think 
it resounded in being as full of life and death with dignity and an 
understanding of what was going to happen in the future with her 
family. 

With my mother, who died several years ago, hospice care came 
into play beautifully, beautifully, and in fact we had the contribu- 
tions sent to our hospice society because they were just there pro- 
viding the same kind of thing that family were able to provide for 
my sister. And so I know that the strides that have been made in 
treatment and technology have made American medical prowess 
the envy of the world and have lengthened the lives of many. 

However, these advances have also created the unexpected con- 
sequence, the modern day medical nightmare, of a death alone, in 
pain, without dignity, tethered to expensive equipment and ma- 
chines. Through our efforts, Mr. Chairman, Congress is addressing 
the nationwide outcry for alternative ways to relieve terminally ill 
patients’ symptoms while comforting their spirits, supporting their 
loved ones, and instilling in their families the hope of a peaceful 
death. 

With the support of the Life with Dignity Foundation, I became 
an original cosponsor of H.R. 1149, which is entitled, the Advanced 
Planning and Compassionate Care Act of 1999, to help Congress 
respond to the critical needs of the terminally ill and their care- 
takers during this very difficult and traumatic time. I am encour- 
aged that the National Institutes of Health, located within my dis- 
trict, has founded projects in palliative and end-of-life care. I look 
forward to hearing from Dr. Patricia Grady, who will be on the 
next panel from NIH, and I was pleased to be able to hear Dr. 
Tian, who is also from my district. I am very honored to have you 
here, sir, and to have the other experts on this particular panel. 

I know that from a Capitol Hill breakfast briefing on end-of-life 
care which took place in March 1998, Dr. Grady, as an example, 
the Director of the National Institute of Nursing Research, gave 
some detailed information on NINR’s research over the past 10 
years related to the end-of-life care. So I think it is an important 
issue. All Members of Congress should have access to the kind of 
information and experience that you give us and the work that you 
are doing. So I thank you. 

I do not really have any questions. I was looking over the testi- 
mony and I was saying to the chairman I think that all of the 
things you say make sense including even music. I have always 
said I would really like to be listening to Puccini’s — one of the op- 
eras — probably La Boheme, I think, maybe Madame Butterfly. I 
think that is a comforting factor, too, but we are talking about 
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making the end of life something as it should he and that is one 
with dignity. Thank you. 

Mr. Brinkley. A celebration. And that it is a celebration. 

Mrs. Marks. I think I would like to underscore what Dr. Byock 
has said that you can’t go into a hospice unless you give up the 
other treatment. I think that should be very seriously reconsidered, 
because we couldn’t do that with my husband and he should have 
gone in earlier. It means you give up all the conventional treat- 
ments, and that is not good for the patient psychologically, and I 
also think we have to think about reshifting our resources through 
Medicare and our finances, possibly to support other activities that 
are not being supported now and to decrease some of the others. 

Mr. Horn. We thank all of you, each and every one of you, for 
the very fine statements you filed with us and for the questions 
and answers and the dialog we have had with you. So thank you 
very much for coming. 

Mrs. Marks. It was a pleasure. 

Mr. Horn. We now dismiss the first panel and if panel two 
would come forward, we will swear you in. Dr. Thomas V. Holohan 
is accompanied by Dr. Judith Salerno; Kathy Buto; and Dr. Patri- 
cia Grady, Director of National Institute for Nursing Research, that 
Mrs. Morelia mentioned. Do you have any of your staff that might 
well want to get into the dialog on some specific questions because 
I would like to swear in everybody at once. Just one big baptism 
rather than 10. I am used to the Pentagon and there are usually 
three rows. OK. If you will raise your right hands. 

[Witnesses sworn.] 

Mr. Horn. The clerk will note that the four witnesses and two 
that accompany the witnesses have been sworn in. So we will begin 
in the order on the agenda and that will be Dr. Thomas V. 
Holohan, the Chief of Patient Care Services for the Veterans 
Health Administration, and I might say to all of you automatically 
your full statement is put in the record when I call on you and we 
go down the line with all four witnesses before we question you. 
So we would like to get all out on the table with panel two and 
then we can go back and you can comment on some of the papers 
or thoughts some of your colleagues didn’t agree with you on, and 
then we will have a discussion with the Members. So Dr. Holohan, 
it is all yours and welcome. 

STATEMENTS OF THOMAS V. HOLOHAN, M.D., CHIEF, PATIENT 
CARE SERVICES, VETERANS HEALTH ADMINISTRATION, AC- 
COMPANIED BY JUDITH SALERNO, M.D., CHIEF CONSULT- 
ANT, GERIATRICS AND EXTENDED CARE STRATEGIC 
HEALTH CARE GROUP, VETERANS HEALTH ADMINISTRA- 
TION; KATHLEEN BUTO, DEPUTY DIRECTOR, CENTER FOR 
HEALTH PLANS AND PROVIDERS, HEALTH CARE FINANCING 
ADMINISTRATION; AND PATRICIA GRADY, PH.D., DIRECTOR, 
NATIONAL INSTITUTE FOR NURSING RESEARCH, NATIONAL 
INSTITUTES OF HEALTH 

Dr. Holohan. Thank you. Congressman. I should comment that 
I am also a constituent of Congresswoman Morelia’s and I remem- 
ber we had many candidates appearing at our Metro Station prior 
to the last election day. The day after election day, very cold and 
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rainy, there was only one person there still shaking hands after the 
election and that was Congresswoman Morelia. 

We are pleased to be here today and have the opportunity to pro- 
vide testimony and to answer any additional questions the com- 
mittee may have regarding the provision of medical care in the 
Veterans Health Administration. I have previously testified with 
regard to the Veterans Administration and complementary and al- 
ternative medicine. Today Dr. Judith Salerno, my Chief Consultant 
for Geriatrics and Extended Care, will discuss a number of our pro- 
grams and areas of interest to the committee. This will include care 
at end of life, palliative care, and pain management as well as a 
number of new initiatives to assist families and caregivers. In her 
presentation. Dr. Salerno will also address some uses of com- 
plementary or alternative practices as they relate to these pro- 
grams. Following her testimony, we will both be happy to answer 
any questions that you may have. Judy. 

Dr. Salerno. Thank you. Dr. Holohan. VA has made a signifi- 
cant commitment to improving end-of-life care for our veteran pa- 
tients. Because we are the largest integrated health care system in 
the country and because our veteran population is older and sicker 
than the general population, we recognize that VA had the oppor- 
tunity to make inroads in improving care that ultimately will be 
for the benefit of all Americans. 

In 1998, a national VA summit was held bringing together ex- 
perts from across the Nation. From that summit came three goals. 
The first was that no dying veteran shall suffer from preventable 
pain. Second, every veteran with terminal illness shall have an in- 
dividualized plan for palliative services that minimizes suffering 
and optimizes quality of life. And third, every veteran with a ter- 
minal illness shall have access to hospice care and/or palliative 
care services. 

Based on these principles, VA has crafted and implemented inno- 
vations in end-of-life care, pioneered faculty development programs, 
and set performance standards to assure that our patients with ter- 
minal illnesses have comprehensive and coordinated care. While I 
am proud to say that VA’s national performance, as measured by 
our palliative care index, improved from 52 percent to 94 percent 
systemwide in less than 2 years, it is but just a beginning. 

With support from the Robert Wood Johnson Foundation, the VA 
faculty leaders in end-of-life care project identified and supported 
leaders at 30 medicine residency training programs, and are assist- 
ing them in implementing benchmark curricula for state-of-the-art 
care for patients at the end of life. A website has been developed 
as part of the project which is serving as a resource for all health 
care professionals, both within and outside of VA. 

VA operates 59 inpatient hospices and nearly all of our facilities 
have hospice consultation teams. These teams work closely with 
community hospice providers to offer home hospice care. Our own 
home-based primary care program offers palliative care services in 
the home to veterans who are seriously and chronically ill, and 
their approach is that of an interdisciplinary team and often family 
caregivers and community volunteers are included as members of 
the health care team. This is especially important to terminally ill 
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individuals who would not otherwise choose traditional hospice 
care. 

We have recently turned our attention to pain management. 
While pain management and palliative care are hallmarks of excel- 
lent care at the end of life, we have recognized the need to develop 
strategies for easing pain and suffering across all health care set- 
tings and at all times. In March, we launched a national policy 
that says no patient served by the VA health care system should 
suffer from preventable pain. That pain will be assessed as the 
fifth vital sign in all VA health care settings. 

In the next year, we will closely monitor our progress in achiev- 
ing this goal. We are quite excited about a national leadership con- 
ference scheduled for November 2 - 5 , which will bring together ex- 
perts, innovators, and direct care providers in both end-of-life care 
and pain management. It is our hope that this meeting will gen- 
erate many new opportunities for networking, collaboration, and 
advancing the state-of-the-art in palliative care. 

I would like to briefly address support of services and com- 
plementary therapies. In our view, palliative care affirms life and 
regards dying as a natural and profoundly personal process. 

Any treatments that are supported by good evidence of safety 
and effectiveness should be available to our veterans. Complemen- 
tary therapies that are offered at some VA medical centers include 
relaxation, visualization, music and art therapy, healing touch, 
aromatherapy, massage, Tai Chi, and reminiscence or life review 
therapy. The creative arts have been used in VA as a powerful 
means of expression to help veterans and with the participation of 
their families to reflect upon their lives. 

Spiritual care and bereavement support is available to patients 
at all VA facilities through VA’s active chaplaincy service and chap- 
lains of all faiths function as key members of our interdisciplinary 
team. VA also supports and encourages attention to multicultural 
approaches to healing such as access to Native American healers. 

Over the past 2 years, VA has made tremendous and measurable 
strides in improving care at the end of life for our veteran patients. 
There is much more for us to do to better serve the needs of our 
dying and suffering patients. The extraordinary attention that VA 
has received for its end-of-life and pain management activities 
comes from the recognition that VA can lead by example and effect 
change in the culture of health care. We remain steadfast in our 
goal to provide excellent care that affirms life and achieves the best 
possible quality of life through relief of suffering and compas- 
sionate care. Thank you. 

[The prepared statement of Dr. Holohan and Dr. Salerno follows:] 
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Mr, Chairman and members of the Committee, we are pleased to appear 
before you today to provide an overview of the Department of Veterans Affairs' 
[VA) experience and initiatives in improving end-of-life care for its veteran 
patients. 

VA has made a significant commitment to improving care at the end of life 
for our veteran patients. There are several factors that make it important for the 
VA to focus on this crucial issue at this time: 

Serious, life-limiting illnesses are prevalent in the aging veteran 
population; 
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ii VA is the nation's largest integrated healthcare system; 

Si VA has decades experience in geriatric and palliative care; 

VA's academic and educational affiliations provide an opportunity to 
influence the education of large numbers of physicians, nurses and 
other health care professionals in the area of end-of-life care; and 
VA's research capacity provides an opportunity to strengthen the 
knowledge base in end-of-life care. 

VA has recognized that our resolve to confront these issues can offer leadership 
that will benefit not only veterans, but all Americans. 

In 1997, VA initiated a national strategic effort to improve care at the end 
of life. A national summit was held in May 1998 for the purpose of developing a 
comprehensive, system-wide VA strategy for improving care of veterans at the 
end of life. The recommendations of the Institute of Medicine (lOM) Committee 
on Care at the End of Life published in the report, "Approaching Death: 

Improving Care at the End of Life" (1997) served as a framework for the strategy 
summit. It should be noted that VA is probably the only single health care 
system in the United States with the capacity to address each and every 
recommendation made by the lOM committee. The specific elements of VA’s 
national strategy to improve care at the end of life include: 

ii identification and dissemination of state-of-the-art practices in care of 
the dying; 

ii improving systems and organizational processes to achieve reliable, 
excellent care for patients during the last phase of life; 

A strengthening methods for measuring processes and outcomes of care 
for dying patients and their families; 

designing education for VA health professionals and affiliated trainees 
to assure that caregivers have the knowledge, skills and attitudes to 
care well for dying patients and their caregivers; 
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& empowering patients and their families through education about care 
at the end of life; 

iii collecting data on quality, access, cost and utilization to inform public 
policy; and 

tii collaborating with other national organizations and with health care 
providers that are similarly committed to improving the care of patients 
during the last phase of life. 

The summit brought together individuals from across the VA health care 
system who have demonstrated interest, expertise and leadership in this area, 
along with non-VA experts and national opinion leaders. Three strategic goals 
were identified: 

1. No dying veteran shall suffer from preventable pain while being cared 
for by the VA health care system. 

2. Every veteran with a serious, life-limiting illness receiving care from VA 
shall have an individualized plan for comprehensive, coordinated, 
palliative care services that minimizes physical, psychological, social 
and spiritual suffering and optimizes the patient's quality of life. 

3. Every veteran enrolled in the VA health care system who has a serious, 
life-limiting illness shall have access to hospice care and/or palliative 
care services and shall have an understanding about the availability of 
those services. 

During the past two years, VA has made tremendous strides in developing 
and implementing programs for improving care at the end of life, based on these 
simple, direct, but profoundly important tenets. Programs and projects have 
been developed at the local, regional and national level. A brief overview of 
some of VA's activities is outlined below. 

1. Network Directors Performance Measure: Palliative Care Index 
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In 1997, the VA initiated a national performance measure to assure that 
patients with incurable, life-limiting illnesses have an individualized, 
comprehensive plan for coordinated palliative care services. To meet the intent 
of the measure, the plan must include: discussion of care alternatives and 
treatment settings with the patient and/or family; discussion of advance 
directives (a patient's specific written instructions regarding future health care 
decisions); effective palliative symptom management; psychological, social and 
spiritual support for the patient; and continuity of care coordinated over a 
continuum of health care settings. National performance has improved from 
52% compliance in the third quarter of FY 1997 to 94% in the second quarter of 
FY 1999, reflecting the enthusiasm with which VA health care providers have 
undertaken to improve end-of-life care for veterans. 

2. VA Faculty Leaders Project for Improved Care at the End of Life 

The VA Faculty Leaders in End-of-Life Care project was initiated in 1998 
with support from the Robert Wood Johnson Foundation. The project has 
identified faculty leaders at 30 internal medicine residency training programs 
affiliated with VA throughout the nation. The Faculty Leaders are participating in 
a two-year project designed to assist them in developing and implementing 
benchmark curricula for state-of-the-art care for patients through the end of life. 
The Faculty Leaders have shared their progress at several national conferences. 
A web site has been developed as part of this project and has become a valuable 
resource on end-of-life care for physicians and other health care professionals 
both within and outside VA. The web site for the VA Faculty Leaders Project is 
http://www.va.gov/oaa/flp. 


3. Breakthrough Collaborative on Improving Care for Patients 
Approaching the End of Life with Chronic Obstructive Puimonary 
Disease (COPD) and Congestive Heart Faiiure (CHF) 
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VA recently co-sponsored a quality improvement initiative with Hie 
Institute for Health Improvement (IHI) and the Center to Improve Care of the 
Dying (CICD) that focused on devising systems for better care for patients 
approaching the end of life with CHF and COPD - common serious conditions 
found in VA patients as well as in ail older populations. Seventeen VA sites 
participated in the nine-month collaborative, and a number of them achieved 
breakthrough improvements in care. Some of the innovations that were 
implemented during the collaborative included: improved continuity of care 
across settings, successful patient and family education; advance care planning; 
improved symptom management; and improved patient and family self care. 
Several participating VA sites significantly reduced the episodes of symptom 
exacerbation, which resulted in fewer emergency room visits and 
hospitalizations. Results of the collaborative were presented at a national 
conference in Atlanta in September 1999, and several of the improvements will 
be featured at the VA National Leadership Conference on Pain Management and 
End of Life Care, which will be held November 2 - 5, 1999, in Crystal City, VA. 

4. VA National Pain Management Strategy 

As an outgrovrth of the VA's efforts in end-of-life care and the substantial 
attention given to pain management issues by VA’s Anesthesiology Service, VA 
has implemented a national strategy to develop a system-wide approach to 
reduce pain and suffering for veteran patients across all VA health care settings. 
An expert coordinating committee has been appointed to oversee the 
development and implementation of the nabonal strategy. In March 1999, VA 
initiated a national policy to assess pain as the "5th vital sign." The goal of this 
initiative is to assure that pain assessment is performed in a consistent manner, 
and throughout the VA healthcare system. The overall objectives of the VA 
national strategy for pain management are to; 

provide a system-wide VHA standard of care for pain management that 
will reduce suffering from preventable pain; 
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assure that pain assessment is performed in a consistent manner; 

fii assure that pain treatment is prompt and appropriate; 
include patients and families as active participants in pain 
management; 

provide for continual monitoring and improvement in outcomes of pain 
treatment; 

provide for an interdisciplinary, multi-modal approach to pain 
management; and 

tii assure that clinicians practicing in the VA healthcare system are 
adequately prepared to assess and manage pain effectively. 

The VA National Pain Management Strategy recognizes the need to take a 
long-term approach to improving pain management, and is committed to 
continual improvement in assessing and treating pain. The VA strategy also 
recognizes the importance of an interdisciplinary approach to pain management 
and the role of non-medical modalities for treating acute, chronic and cancer 
pain. 

5. Alzheimer's CARED Project (Caregiver Assessment Regarding End- 
of-Life in Dementia): 

In 1998, VA received support from the Alzheimer's Association for a year- 
long research project on end-of-life care for patients with Alzheimer's Disease. 
Through the CARED Project, based at the Bedford, Massachusetts VA Medical 
Center, VA is reviewing the current status of end-of-life care for patients with 
dementia and developing recommendations for an innovative home- and 
community-based service model. The Geriatric Research, Education and Clinical 
Center (GRECC) at Bedford, which is coordinating the CARED project, has 
accomplished cutting-edge research in care for patients with advanced dementia. 
Dr. Ladislav Volicer and Dr. Ann Hurley at the Bedford GRECC are nationally 
known as leaders in palliative care for patients with dementia. They co-authored 


6 



152 


the book "Hospice Care for Patients with Advanced Progressive Dementia" 
published in 1998. One of the significant outcomes of Dr. Voiicer's 
and Dr. Hurley's work is a unique model for advance surrogate decision-making 
that involves interdisciplinary team/family conferences. 

6. Hospice Care 

VA is working to increase access to hospice care for veterans who need 
and want to receive hospice services. Currently the VA has 59 inpatient hospice 
programs in VA medical facilities. Nearly all VA medical centers have hospice 
consultation teams, and most VA medical centers work closely with community- 
based hospices to provide home hospice care to veterans. Hospice care is one of 
the services included in the uniform benefits package that is available to all 
veterans enrolled in the VA healthcare system. Currently, VA is exploring ways 
to use our sharing and contracting authority to increase access to hospice care 
for veterans. For example, a pilot project being implemented this month at the 
VA medical center in Palo Alto expands the VA inpatient hospice capacity to 
provide reimbursable inpatient hospice care to community hospices with the 
proceeds substantially supporting additional hospice beds for veterans. A 
number of other VA facilities have been exploring the feasibility of entering into 
use-of-space agreements with community hospices to operate inpatient hospice 
units in unused VA inpatient space. We are optimistic that these efforts will 
increase access to hospice care, which has already increased 21% since 1995. 

7. Palliative Care 

There are many terminally ill individuals who would not choose traditional 
hospice care. VA has a number of excellent palliative care programs, including 
one of the few Alzheimer's palliative care units in the nation, which is a major 
Initiative of the Bedford GRECC. In addition to inpatient palliative care, a number 
of VA facilities provide excellent palliative care in the home through their Home- 
Based Primary Care (HBPC) programs. The VA HBPC program is very similar to 
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hospice in that it provides an interdisciplinary, holistic approach to care and is 
specifically designed to serve long-term, seriously chronically ill patients. The 
advantage of the HBPC program is that, unlike the Medicare hospice benefit, the 
patient need not have a prognosis of six months or less to live. Many HBPC 
programs serve patients who are terminally ill with non-cancer diagnoses and for 
whom it would be difficult or impossible to predict whether they will live for six 
months. The unique advantage that the VA HBPC programs have over Medicare 
hospice is that they can offer a combined approach to care -good supportive 
care services along with excellent medical disease management. Patients are 
not forced to make an artificial choice between "palliative care" and "aggressive 
care," but rather can receive the care that is most appropriate for their individual 
needs. Several of the VA HBPC programs (Tampa, Tucson, Indianapolis) are 
piloting programs specifically designed for patients who are approaching the end 
of life with CHF and COPD. The interdisciplinary team approach to care in. the 
home provides support for family caregivers. In addition, several HBPC 
programs are using community volunteers to provide additional caregiver 
support. 

8. VA National Leadership Conference in Pain Management and End-of- 
Life Care 

This national conference, scheduled for November 2-5, 1999, will bring 
together 300 experts, innovators, change agents and direct care providers from 
across the VA health care system. The goals of the conference are to: 

fa provide education on pain management and end-of-life care for health 
care providers of all disciplines and at all levels in the organization; 
fii facilitate planning and problem-solving related to organizational 
systems; 

ii feature state-of-the-art practices and innovations throughout the VA; 
and 
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provide an opportunity for networidng and collaboration and sharing of 
ideas. 

Response to the call for participation for the conference has been enthusiastic 
across VA, with many impressive projects and programs from individual VA 
medical centers and networks being brought to the forefront. The conference is 
designed to be interdisciplinary and holistic, reflecting attention to the medical, 
social, and spiritual needs of patients. Spiritual and emotional support for 
patients, as vrell as non-medical modalities of care, will be the focus of several of 
the breakout sessions because we recognize the central role they play in 
planning for the needs of dying patients. 


9. Supportive Services and Complimentary Therapies 

VA national policy supports and encourages comprehensive management 
of the physical, psychological, social, spiritual and existential needs of patients 
with advanced, incurable illness. Palliative care affirms life and regards dying as 
a natural process that is profoundly personal for the individual and family. TTie 
goal of palliative care is to achieve the best possible quality of life through relief 
of suffering, control of symptoms, and restoration of functional capacity while 
remaining sensitive to personal, cultural, and religious values, beliefs and 
practices. VA has taken the position that any treatments that are supported by 
good evidence of safety and effectiveness should be available to our patients, 
consonant with their risks and benefits as compared with other interventions. 
Complementary therapies that are available at some VA medical centers include 
relaxation, visualization, music therapy, art therapy, healing touch, aroma 
therapy, massage, Tai Chi Chuan (a Chinese exercise therapy), and reminiscence 
(life review) therapy. Spiritual care is available to patients at VA facilities 
through VA's active Chaplaincy Service. Chaplains of all faiths function as key 
members of the interdisciplinary VA team. Bereavement support for families and 
memorial services are part of many of VA's hospice and palliative care programs. 
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VA also supports and encourages attention to multi-cultural approaches to 
healing. For example, a number of VA medical centers that serve Native 
American veterans have made available sweat lodges and Native American 
healers who desire those services. 

The power of arts is an important part of the palliative care supporting 
patients at the VA Nursing Home Care Unit in Washington, D.C. Patients are 
introduced to all of the creative arts through a program that provides a means of 
expression and helps veterans to reflect upon their lives. There is a literary arts 
as well as visual and performing arts component in which family members can 
participate. A poetry program has been very popular with nursing home 
patients, some of whom have been escorted to recite at poetry readings. An 
annual calendar created and published by and for the patients is a highlight of 
the unit's activities. VA supports evidence-based complementary therapies in 
concert with conventional therapies as part of a commitment to excellent care for 
veterans during the last phases of life. 

Summary 

Over the past two years, VA has made tremendous and measurable 
strides in improving care at the end of life for our veteran patients. We realize 
that these efforts have not fully matured. Indeed, there will always be more for 
us to do and fresh ideas to test about how to better serve the needs of our dying 
and suffering patients. The extraordinary attention that VA has received for its 
end-of-life and pain management activities comes from the recognition that no 
other major health care system has set its sights so high. The opportunities for 
VA to lead by example and effect change In the culture of health care are 
enormous. We have accepted that challenge and remain steadfast in our goal to 
provide our dying patients with care that affirms life, recognizes the right to self- 
determined life closure and achieves the best possible quality of life through 
relief of suffering and compassionate care. 
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Thank you, Mr. Chairman, for the opportunity to provide the Committee 
with information about VA's initiatives on end-of-life care. We will now be happy 
to answer any questions that you or other members of the Committee might 
have. 
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Mr. Horn. Thank you very much. Our next witness is Ms. Kathy 
Buto and she is the Deputy Director of the Center for Health Plans 
and Providers of the Health Care Financing Administration, part 
of the HHS empire. So Ms. Buto, we would like the witnesses since 
we have the statements to not read them but to summarize them 
in 5 minutes if you could do it and then we will have more time 
for questions. 

Ms. Buto. I hope it will even be shorter than 5 minutes. 

Mr. Horn. Yes. 

Ms. Buto. Medicare and most Medicaid programs cover hospice 
for terminally ill beneficiaries as you have already heard from 
many of the previous panel members. We have seen a steady in- 
crease in the number of beneficiaries electing hospice and the num- 
ber of certified hospices in Medicare since the benefit became cov- 
ered more than 15 years ago. Nearly one in five Medicare bene- 
ficiaries now uses hospice services at the end of life. 

The benefit is designed to give hospices great latitude in meeting 
patients’ medical, psychosocial, and spiritual needs. Payment is a 
set prospective rate for different types of services, allowing hospices 
to use payment more flexibly. That means they can provide both 
traditional services such as physician services, nursing care, and 
drugs to control pain as well as social services, homemaker assist- 
ance, and other nonmedical services. At the discretion of each hos- 
pice and patient, hospices can use Medicare funds under this pro- 
spective system to provide complementary treatment such as acu- 
puncture, massage therapy, music therapy, et cetera. So just to un- 
derscore that, the hospice has the flexibility to use funds in those 
ways. 

The Balanced Budget Act made a number of important improve- 
ments to the hospice benefit. We ensure under the BBA, that a pa- 
tient whose condition improves or who wants to resume curative 
care, can return to hospice at a later date. As Dr. Byock said, there 
are now unlimited benefit periods in hospice. They are not limited. 
And under the BBA, the hospices are required to provide data on 
how they use Medicare funds, and this is really for the purpose of 
allowing our agency to evaluate the rate structure and whether it 
is really adequate. We expect that this will help us learn which 
services are the most important to patients, as well as to be sure 
that we are paying appropriately. 

That concludes my oral statement. I know there are a number 
of questions related to Medicare coverage, and I will wait. 

[The prepared statement of Ms. Buto follows:] 
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Chairman Burton, Congressman Waxman, distinguished Committee members, thank you 
for inviting us to discuss the importance of hospice care and other end-of-life issues. 

The programs we administer provide care to more than 70 million people in the United 
States, We are committed to ensuring that, at the end of life, they receive appropriate 
care tailored to their own needs and that they understand their rights and options. 

Medicare and most state Medicaid programs cover hospice services for terminally ill 
beneficiaries. Hospices provide comfort, counseling and relief from pain, rather than 
curative care. Hospice care brings important extra sensitivity, a focus on patient and 
family, and a special form of care to the dying. Medical, psychosocial, and spiritual 
needs are addressed by a specially qualified interdisciplinary team, with an emphasis on 
keeping the patient at home with family and fnaids as long as possible. 

Medicare’s hospice benefit is designed to give hospices the greatest latitude in meeting 
patients’ end-of-life care needs. The care provided includes traditional services, such as 
nursing care and drugs to control pain, as well as social services and homemaker 
assistance. And, at the discretion of each hospice and patient, it can include 
complementary treatments such as acupuncture and massage therapy. 

Medicare and Medicaid also require hospitals to ask all patients upon admission about 
advanced directives, such as living wills, which can help ensure that patient preferences 
regarding end-of-life care mc heeded. And we are taking other steps to conduct research 
on end-of-life and hospice issues, help hospices improve the quality of care they provide, 
and assist physicians in addressing end-of-life issues. 
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The Balanced Budget Act of 1 997 made important changes to Medicare’s hospice 
benefit. These changes ensure that patiaits whose prognosis improves or who choose to 
resume curative care can leave hospice and return at a later date. They also will provide 
as with information about how hospices are using payments they receive and a better 
understanding of which services are most important to hospice patients, and help us 
ensure that payment levels are appropriate. 

BACKGROUND 

Hospice care was added as a benefit under the Medicare program in 1983 and under 
Medicaid in 1985. The number of beneficiaries electing hospice care and the number of 
agencies offering services have grown steadily ever since. In 1998, 420,824 Medicare 
beneficiaries received more than $2 billion in hospice care services from more than two 
thousands hospice agencies across the country, with an average length of stay of 48 days. 

Hospice care is covered under the Medicare Hospital Insurance program and is available 
to ail beneficiaries enroiled in Medicare Part A. To be eligible, their physician and the 
hospice medical director must certify that they are terminally ill, with approximately six 
months or less to live if their illness runs its normal course. The beneficiary must sign a 
statonent indicating that they understand that they are choosing hospice care instead of 
routine, curative Medicare covered benefits for their terminal illness. Their physician 
must reaffirm the prognosis at 90 days, 1 80 days, and every 60 days thereafter. 

Beneficiaries can receive hospice services wherever they reside, be it at home, a nursing 
home, a hospital, or other facility or setting where the patient resides. Once in hospice, 
they also continue to have Medicare coverage for treatment of other problems not related 
to their terminal illness from either their own physician, the hospice physician, or their 
Medicaret-Choice plan if they are enrolled in one. 

Services that hospice agencies routinely provide include: 

■ Physician services (on-call 24 hours a day, 7 days a week); 

• Nursing care (on-call 24 hours a day, 7 days a week); 

■ Physical, speech and occupational therapy; 
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• Medical social worker services; 

• Medical supplies (such as bandages and catheters); 

■ Drugs for symptom control and pain reliei; 

• Medical equipment (such as wheelchairs or walkers); 

• Short-term care in the hospital, including both respite care and procedures necessary 
for pain control and symptom management; 

• Home health aide and homemaker services; 

• Continuous home care of eight hours or more per day during a period of crisis as 
needed so that the patient can remain in their home; 

■ Dietary counseling; 

• Counseling to help the hospice patient and their family with grief and loss; and 

• Any other item or service for which payment may otherwise be paid under Medicare, 

Additional services to ease pain and provide comfort may also be provided at the 
discretion of each hospice and patient. This can include, for example, alternative 
treatments such as massage therapy and acupuncture. We believe that the hospice is in 
the best position to determine what care is appropriate to meet the goal of alleviating pain 
and providing comfort for each individual patient. We understand that hospices do 
explore and try new and complementary treatment modalities in a continuing effort to 
improve the care of the dying, and we encourage these efforts. 

EDUCATION & TRAINING 

Education and training are critically important to the hospice program. Beneficiaries and 
their femilies need to know that these services exist and how to use them. Physicians 
need to know when and how to determine whether to recommend hospice care to an 
individual patient, as well as what criteria to consider when certifying a patient’s 
eligibility. Therapists and other ancillary providers need to understand the special 
sensitivities required in treating hospice patients. Hospice volunteers need to know how 
to provide the assistance and empathy that are the hallmarks of hospice care. And agency 
surveyors who inspect hospices to ensure compliance with health and safety regulations 
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need to understand the essential differences between hospices and other kinds of health 
care providers. 

For beneficiaries and their families, we have a brochure that describes in plain English 
how the hospice benefit works, what their rights and obligations are under the benefit, 
and how to contact national and state hospice organizations. This brochure is available 
on our www.medicare.gov website. Hospice information and references are also 
included in the Medicare <£ You handbook that is mailed to all 39 million Medicare 
beneficiaries each year. 

For physicians, we have worked with the National Hospice Organization as it developed 
guidelines' on how to determine hospice eligibility for patients with an illness other than 
cancer that can make prognosis more uncertain. We have distributed these guidelines to 
physicians through our contractors who process hospice claims. 

These guidelines are particularly important in addressing concerns about potential misuse 
of the hospice benefit. These concerns resulted fi’om identification by the HHS Inspector 
General of isolated but egregious cases in which unscrupulous hospice providers had 
billed Medicare, for sometimes several years, for services to beneficiaries who were not 
terminally ill. 

Terminal disease prognosis is not an exact science, and many legitimate hospice patients 
live longer than six months. Therefore, we issued a bulletin for hospice providers in 
1995 stressing that it is essential for physicians and hospices to document the clinical 
factors that lead them to the six-month prognosis. This bulletin also suggested more 
frequent review of a patient’s condition in cases where the prognosis is less certain. The 
Inspector General also has issued compliance guidelines to help hospices design 
progrMtis to avoid improper claims. 

We have also provided special training to speech, physical, and occupational therapists, 
and other caregivets, on how to best provide care and sensitivity when working with 
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hospice patients. And for hospice volunteere, we have worked with experts to provide 
training on how to help hospice patients with everyday tasks such as shopping, bathing 
and dressing. 

And for state surveyors who inspect hospices for compliance with health and safety 
regulations, we have conducted special training sessions, as well. For example, one such 
session in 1997 included a presentation on effective symptom control, quality care for the 
terminally ill, and quality of life indicators that surveyors need to take into account by Ira 
Byock, M.D., who is also testifying at today’s hearing. 

ADVANCED DIRECTIVES 

In addition to the hospice benefit, it is important for benefieiaries to know how advanced 
directives, such as living wills, proxy appointments, and durable power of attorney, can 
help ensure that they get the kind of end-of-life care they prefer. Living wills specify 
individuals’ desired medical decisions in case they are incapacitated and carmot speak for 
themselves. Proxy appointments and durable power of attorney attestations designate 
someone else to make medical decisions in case an individual becomes incapacitated. 

Individuals have the right to elect or decline to complete an advance direetive. However, 
the Patient Self Determination Act of 1990 mandates that all institutions receiving 
Medicare and Medicaid funding inform patients of their right to accept or refuse medical 
treatment through an advance directive. And, the Balanced Budget Act requires that the 
advance directive be placed in a prominent place within the individual's medical record. 

We are taking additional steps to help improve the quality of end-of-life care. For 
example, we are asking Medicare’s physician-led Peer Review Organizations (PROs) to 
address end-of-life issues. PROs hold state-level contracts with Medicare across the 
country to help promote quality care. Under new contracts this year, they can undertake 
quality improvement projects focused on pain management in end-of-life care. In such 
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projects, they would try to improve ways of controlling pain, providing comfort to 
patients, evaluating patient and family perspectives on quality of care, and measuring 
pain management. 

Medicare’s Office of Clinical Standards and Quality also is providing technical assistance 
to hospice organizations in developing ways to measure the quality of care provided in 
hospices. These measures will help identify areas where improvement can be made and 
then monitor that improvement over time. 

BALANCED BUDGET ACT CHANGES 

The Balanced Budget Act of 1997 (BBA) made important changes to Medicare’s hospice 
benefit. One of these changes helps ensure that patients whose prognosis improves or 
who choose to resume curative care can leave hospice and return at a later date. Before, 
if someone was discharged after being in a hospice for more than seven months (2 1 0 
days) they were banned from ever getting hospice coverage again. A provision included 
in the BBA allows such patients to be readmitted with fitll hospice coverage when 
appropriate. This should end concerns among some providers that discharging patients 
ftom hospice care could make them ineligible for the benefit if they need it later. 

The BBA also included a requirement that hospices submit data on their costs to the HHS 
Secretary for each fiscal year beginning after October 1, 1998. This infoimation will help 
us to better evaluate the adequacy of Medicare hospice reimbursement rates. 

Hospice rates were originally set based on costs incurred in a demonstration project that 
began in 1980. The rates were adjusted several times by Congress and, since fiscal 1993, 
have been statutorily set at the previous years rates plus an adjustment for inflation. 
Hospice agencies are paid a set prospective rate based on whether they are providing 
routine hospice care in the patient’s home, continuous care in the patient’s home, respite 
cate in the hospital, or general care in the hospital . (Medicare has a specific palliative 
care billing code for hospice and other patients admitted to a hospital for non-curative 
care.) 
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We look forward to the more objective assessment of payment rates that hospice cost data 
can provide. However, in order to allow time for providers to prepare for this new 
requirement, we have delayed implementation. Hospice agencies must submit cost 
reports starting in April 2000 for fiscal years beginning on or after April 1 , 1 999. 

Other BBA provisions also helped to strengthen the hospice benefit, for example by: 

■ waiving some ancillary staff requirements for rural agencies that can demonstrate that 
they have been unable to recruit specific personnel; 

• allowing agencies to contract with physicians rather than have them as employees; 

■ proiecting beneficiaries from liability when hospice claims are denied because the 
patient was not terminally ill; and 

■ protecting agencies from liability when hospice claims are denied because the patient 
was not terminally ill, as long as the hospice did not and could not reasonably have 
been expected to know that the beneficiary was ineligible for coverage. 

CONCLUSION 

We are committed to ensuring that beneficiaries receive appropriate care at the end of life 
that is tailored to their own needs and that they understand their rights and options. The 
BBA has helped to strengthen both the hospice benefit and the advance directive 
requirements. We look forward to continuing to work with provider and beneficiary 
advocacy groups to further advance end-of-life care. I thank you for holding this hearing, 
and I am happy to answer your questions. 


# # # 
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Mr. Horn. Thank you very much. And our last witness on this 
panel is Dr. Patricia Grady, the Director of the National Institute 
of Nursing Research, which is part of the National Institutes of 
Health, Department of Health and Human Services. Dr. Grady. 

Dr. Grady. Thank you. Good afternoon, Mr. Chairman, and 
members of the committee. It is a pleasure to he here today as Di- 
rector of the National Institute of Nursing Research to discuss a 
topic that affects all of us — how to ensure that the end of our lives 
is as free of pain and other symptoms as possible; that this final 
phase is one of comfort and dignity; and that our choices about care 
are respected and implemented. 

The NINR is the lead Institute within the NIH responsible for 
coordinating research on palliative care at the end of life. Today I 
will summarize conventional and complementary end-of-life re- 
search supported by the NIH. The goal is to discover how best to 
promote quality of life leading to a peaceful death. But, first let me 
provide some background. 

Two national reports were published in 1997 that heightened 
concern about end-of-life care. An Institute of Medicine report rec- 
ommended a change of focus — from very aggressive conventional 
care to one of palliative care in the final phase of life. A Robert 
Wood Johnson Foundation study identified the undertreatment of 
pain in terminally ill patients and a lack of awareness of “do not 
resuscitate” preferences. NINR studies also supported these conclu- 
sions. Overall, the indications were that the public was not satis- 
fied with care at the end of life. 

This became a call to action. NINR convened an NIH workshop 
on symptom management and terminal illness, in which palliative 
care experts and scientists identified gaps in research and focused 
on appropriate interventions to maximize quality of life. Dr. Ira 
Byock of the previous panel participated in that workshop. 

Next, NINR issued a trans-NIH program announcement to stim- 
ulate end-of-life research. The following year, in 1999, NINR issued 
a request for applications, joined by seven other NIH components 
and the Agency for Health Care Policy and Research. This request 
has resulted in 12 funded grants so far. 

Let me now briefly describe some of the new and ongoing NINR 
supported research. We are testing interventions for cancer pain 
using guided imagery, cognitive restructuring, and relaxation tech- 
niques. Guided imagep^ is also being tested to find out which pa- 
tients with cancer pain will benefit. In another end-of-life study, 
the use of acupuncture, massage therapy, vitamins, herbs, and nu- 
tritional supplements, in addition to conventional care is being as- 
sessed in patients with chronic illness. Other investigators are ex- 
amining life support technology, especially mechanical ventilation, 
to learn which aspects of maintenance and withdrawal of life sup- 
port are considered problematic, something the chairman spoke elo- 
quently about just a moment ago. Decisions about how life-pro- 
longing technologies are influenced by hospital routines are being 
examined. Ethnic and cultural differences in treatment preferences, 
approaches to decisionmaking, and family caregiver satisfaction 
with end-of-life care are also under study. 

Two recent findings provide additional promise. A relaxation 
technique and music therapy, when combined with the usual pain 
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medication, provided better pain relief following abdominal sur- 
gery. Another study determined that patients can differentiate 
whether difficulty in breathing is caused by distress and anxiety, 
or whether it results from physical causes. This distinction will 
help in selection of appropriate therapies. 

Let me now turn to the research of seven other NIH components. 
The Warren G. Magnuson Clinical Center on the NIH campus is 
responsible for patients enrolled in approximately 900 clinical re- 
search protocols. The Clinical Center will initiate a multidisci- 
plinary program to provide state-of-the-art pain management, 
symptom control, and palliative care, and will include education 
and research components. The Rehabilitation Medicine Department 
provides support for patients with chronic pain using complemen- 
tary techniques including massage, guided imagery, and acupunc- 
ture. 

The Social Work Department provides counseling and informa- 
tion on palliative care and hospice support. Bereavement coun- 
seling and spiritual guidance are also available. The Bioethics De- 
partment is involved in end-of-life research studies. 

The National Cancer Institute is examining the placebo effect in 
pain treatment. Other studies include clarifying the relationship 
between depression and chronic pain and determining the effective- 
ness of biobehavioral pain management in terminally ill patients. 

The National Institute of Neurological Disorders and Stroke has 
two recent basic research findings to help unravel the mysteries of 
chronic pain states. Using gene therapy in an animal model, sci- 
entists were able to separate the normal protective sensation of 
pain from the pain caused by disease. 

The National Institute on Aging’s studies include how staff and 
family manage end-of-life care in nursing homes, and how to re- 
duce the stress of decisionmaking during the final phase of life. A 
Dementia Study Group is conducting research in the care of late- 
stage Alzheimer’s patients using a hospice approach and with pro- 
gressive limitations on medical interventions. 

The National Institute of Dental and Craniofacial Research 
shares the lead with NINDS of the trans-NIH Pain Consortium 
and will operate the Pain Research Clinic at NIH. A recently devel- 
oped animal model of gene therapy for restoration of saliva produc- 
tion could help end-of-life patients chew, swallow, and speak. 

The Office of Behavioral and Social Sciences Research is cospon- 
soring an NIH workshop next week on “Spirituality, Religion and 
Health.” 

And on a strong closing note, the National Center for Com- 
plementary and Alternative Medicine’s palliative care research fo- 
cuses on increasing patient comfort, diminishing pain, and easing 
symptoms. Of note is research on therapies that may benefit end- 
of-life patients, such as hatha yoga, acupuncture, St. John’s Wort, 
and ginkgo biloba. 

In conclusion, with sufficient emphasis and resources, end-of-life 
issues can be resolved by health care research and practice commu- 
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nities. NINR is pleased to have a central role in addressing how 
we might achieve these results. Thank you, Mr. Chairman. I will 
he happy to answer any questions and I will also he happy to re- 
spond to the concerns of the previous panel. 

[The prepared statement of Dr. Grady follows:] 
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IMPROVING CARE AT THE END OF LIFE: RESEARCH ISSUES 

Good afternoon, Mr. Chairman and members of the Committee. It is a pleasure to 
be here today as Director of the National Institute of Nursing Research (NINR) to discuss 
a topic of importance to all of us - how to ensure that the end of our lives is as free of 
pain and other symptoms as possible; that this final phase is one of comfort and dignity; 
and that our choices of the type and extent of care are respected and implemented. 

I am here today before this Conunittee because the National Institute of Nursing 
Research (NINR) is the lead Institute within the National Institutes of Health (NIH) 
responsible for coordinating research on palliative care at the end of life. Whether 
palliative care research involves conventional or complementary approaches, its purpose 
is to add scientifically verified evidence to our base of knowledge about appropriate and 
compassionate health care. Research on end of life focuses on clinical management of 
physical and psychological symptoms, communication, ethics and clinical 
decisionmaking, support of caregivers, and delivery of care. These scientific 
investigators come from many disciplines rather than any one discipline and often work 
in teams. The collaborative goal of this research is to discover how best to promote 
quality of life leading to a peaceful death. 

Today I will discuss how end of life issues are receiving increased research and 
public policy attention. Recent trends and NIH research responses to these trends will be 
summarized, including complementary therapies. And finally, I will identify future 
opportunities and challenges. 

End-of-life concerns were highlighted in a 1997 report by the Institute of 
Medicine (lOM), “Approaching Death; Improving Care at the End of Life.” This report 
recommended a change of focus when a patient is considered to be in the final phase of 
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life - from very aggressive conventional care to one of palliative care, which stresses 
comfort and quality of life acceptable to the patient and family members. In addition, the 
Robert Wood Johnson Foundation funded the Study to Understand Prognoses and 
Preferences for Outcomes and Risks of Treatments (SUPPORT) which also identified 
some disquieting facts. Serious pain, common in most terminally ill patients, was 
undertreated; discrepancies existed between patient desires and actual treatment; and 
almost half of physicians studied were unaware that their patients’ preferences were “do 
not resuscitate.” Furthermore, there were many reports from experts that the public was 
generally not satisfied with care at the end of life. The lOM stated that while 
technological advances in health care “continue to increase life expectancy, attention to 
the quality of life and to the inevitable experience of dying has not kept pace.” 

National trends point to the need for research in the end-of-life area. The aging 
and growth of the population predict an increase in the prevalence of chronic illnesses. 
More than 2 million Americans died in 1998, most from chronic illness that they had 
endured for a long period of time. More than 70% of deaths occur in those over 65 years 
of age. Furthermore, a shift is taking place from patient care in the hospital to family care 
in the home, which presents a special challenge for family or friend caregivers. Such 
caregivers need help with learning health care delivery skills, problem solving, and use of 
community-based services. 

The lOM and SUPPORT study results provide a basis for the research being 
undertaken by NINR and other researchers. For example, families report that clinicians 
underestimate pain levels and other symptoms of patient distress. Families also report 
distress that some clinicians view the death of their family member as a failure. Patients 
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report distress caused by abrupt changes in settings, such as when (hey are discharged 
from the hospital to a nursing home. Patients without health insurance are likely to use 
expensive hospitalization for symptoms that could be managed by hospice or home health 
nurses. 

Soon after the lOM report was published, NINR convened a research workshop to 
address symptom management and other issues of terminal illness. The meeting, 
“Symptoms in Terminal Illness: A Research Workshop,” was cosponsored by the 
National Cancer Institute (NCI), the National Institute of Allergy and Infectious Diseases 
(NIAID), the National Institute of Dental and Craniofacial Research (NIDCR), the 
National Institute of Drug Abuse (NIDA), and the then Office of Alternative Medicine 
(0AM). Palliative care experts and basic and clinical scientists involved in end of life 
issues were convened to assess the state of the science in this area and make 
recommendations for research. The workshop focus was on major symptoms of distress, 
including pain, dyspnea (difficulty breathing), cognitive disturbances, and cachexia 
(muscle wasting and weight loss). The report emphasized the importance of intervening 
appropriately in the dying process to maximize quality of life at the very end of life. 

Because of NINR’ s research experience and expertise in the key areas of end of 
life and its history of collaborative effort, NINR was designated as the lead to coordinate 
NIH research efforts. NINR issued a program announcement, in collaboration with NCI, 
NIAID, NIMH (National Institute of Mental Health), and OAM. The request was made 
to stimulate integrative, multidisciplinary research programs in basic and clinical areas to 
address the constellation of symptoms at the end of life across disease conditions. 
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Earlier this year NINR initiated a Request for Applications (RFA), which was 
cosponsored by seven other NIH components and the Agency for Health Care Policy and 
Research (AHCPR). The RFA was issued to generate scientific knowledge leading to 
improved care for those at the end of life. Twelve grants resulting from this RFA have 
just been funded - the majority by the NINR. Let me briefly describe some of these new 
and ongoing studies. 

In the behavioral area, NINR researchers are testing interventions for cancer pain, 
such as guided imagery, in which patients imagine, for example, their immune cells 
attacking a tumor; cognitive restructuring, where patients can put an unpleasant 
experience in a less stressful context; and relaxation techniques. Guided imagery is also 
being tested to reduce postoperative pain in children, in combination with analgesia, and 
to determine which patients with cancer pain will benefit from this technique. Certain 
patients may be more receptive than others. 

Self care, increasingly important to the public in managing chronic illness, is also 
relevant at the end of life. In studying end of life patients with congestive heart failure 
and chronic obstructive pulmonary disorder (COPD), researchers are analyzing the use of 
acupuncture, massage therapy, vitamins, herbs, and nutritional supplements, in addition 
to conventional care. 

Technology has both positive and negative effects on end of life. Research is 
underway to investigate the use of life support technology, especially mechanical 
ventilation, in older individuals. The research study is designed to learn which aspects of 
maintenance and withdrawal of life support technology are considered problematic and 
why. Also under investigation is how decisions about life-prolonging technologies are 
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influenced by hospital routines. Another study addresses the positive effects of 
technology through a computer intervention called Tele-Care for caregiver spouses of 
patients at the end of life. This intervention will be evaluated to ascertain effects on 
depression, social support and personal growth of Caucasian and Hispanic caregivers. 
Information gained fiom these studies can help guide us in providing culturally sensitive 
end of life care. 

Models of ethnic and culturally sensitive variations of interventions, such as the 
one just mentioned, are needed for health care at the end of life as much as they are at all 
other times of life. For example, investigators are studying ethnic differences in African 
American and Caucasian approaches to decisionmaking, treatment preferences, and 
family caregiver satisfaction with end of life care for their ill family members. The 
burden and health of caregivers, as well as their bereavement, arc also under study. 
Decision making, particularly regarding enhancing quality of life by tailoring health care 
to patients’ wishes, and use of advance directives, is the focus of another newly funded 
study being carried out within a managed care environment. 

In other ongoing research supported by the NINR, I would like to provide two 
promising examples. A study receiving national attention earlier this year was one in 
which a jaw relaxation technique and music therapy, separately or together, when 
combined with the usual pain medication, significantly reduced pain following major 
abdominal surgery. This study was published in the May issue of PAIN. The finding is 
encouraging because it is an example of a novel approach to acute pain management. 
Better management in both acute and chronic pain that effectively decreases the use of 
pharmacological agents has benefits at the end of life. 
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Distinguishing emotional triggers of dyspnea from physical ones is important in 
determining the best treatment for dyspnea at the end of life. NINR-supported research 
indicates that patients can differentiate dyspnea caused by distress and anxiety from 
dyspnea stemming from physical causes. This distinction will help in the selection of the 
most appropriate therapies. 

Although NINR funds additional studies that involve either end of life or 
complementary therapies, the previous summary provides representative examples. Let 
me now turn to a discussion of research in other NIH institutes that addresses the central 
theme of this hearing. 

The Warren Grant Magnuson Clinical Center 

The Clinical Center is responsible for patients enrolled in approximately 900 
active clinical research protocols and offers a wide range of support to meet critical 
patient needs. The Clinical Center will soon initiate a clinical program that will provide 
state of the art pain management, symptom control and palliative care to patients. The 
program is multidisciplinary and will have active patient and staff education and clinical 
research components. A fellowship training program will be developed as the program 
matures. 

The Department of Rehabilitation Medicine of the Clinical Center provides 
support for patients with chronic pain - offering a variety of complementary pain 
alleviation techniques to reduce the impact of pain and increase functional independence. 
Examples include instruction in pain relief strategies, maintenance of a pain journal, and 
weekly classes and support group meetings focused on relief of pain. 
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Nonpharmacological interventions for pain management include massage, exercise and 
immobilization, transcutaneous electrical nerve stimulation, imagery and biofeedback. 

Services also include acupuncture and acupressure, desensitization, guided imagery, 
aquatics, relaxation training and distraction-refix;using. 

The Clinical Center also uses a multidisciplinary approach to address the difficult issues 
associated with the end of life. Continued participation of patients in research protocols 
must be balanced with the needs and -wishes of the patient and family members or 
significant others. The Social Work Department provides counseling and works with 
other disciplines to perform a thorough assessment of the need for palliative care and/or 
hospice support. Bereavement counseling is also provided. The Spiritual Ministry 
Department establishes spiritually supportive relationships with seriously ill patients and 
their families to help them face end of life. Prayer, spiritual discussions and soothing 
music are provided, and memorial services are also available. 

The Bioethics Department has a portfolio of reseaich projects tliat address the end 
of life. One of these, a study recently published in the New England Journal of Medicine, 
reported the results of interviews with 988 terminally ill patients about such issues as 
symptoms, physician-patient communication, caregiving needs, and views on euthanasia. 
Another study is comparing costs of care at the end of life as they relate to issues such as 
managed care versus fee for service; people with different types of terminal illnesses; and 
the use or nonuse of hospice care. 


The National Cancer Institute 
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The National Cancer Institute has a dedicated interest in current and planned 
research related to palliative, hospice, and end of life care for patients. Studies show that 
two-thirds of people with advanced cancer experience significant pain. NCI’s portfolio of 
pain research is wide-ranging and includes studies that test complementary strategies. 

One example is an NCI-supported study that focuses on resiniferatoxin, an anti- 
pain substance isolated firom a cactus-like plant, which may lead to the development of 
new pain relief drugs. There are also studies of behavioral interventions, such as 
distraction, relaxation, and imagery, that may offer care providers with non- 
pharmacological tools to help their patients handle pain. 

In addition to participating in the program aimouncement and RFA on 
management of symptoms at the end of life, NCI participates in the trans-NIH 
biobehavioral pain research program announcement to conduct basic and clinical studies 
on pain, Some of the activities included in this announcement that have relevance to this 
hearing are: examining the role of the placebo effect in pain treatment; exploring the 
basic mechanisms of conscious perception of pain and affective responses; clarifying the 
relationship between depression and chronic pain; and determining the effectiveness of 
biobehavioral pain management in terminally ill and dying patients. 


The National Institute of Neurological Disorders and Stroke 
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The NINDS supports a broad range of basic and clinical research on pain and is a 
participant in the end-of-Hfe RFA. MINDS also shares the lead with NIDCR in the NIH 
Pain Research Consortium, Of interest to this committee is NTNDS’ basic research 
related to neurological symptoms that occur in many chronic' and temiinai disorders. 
These include pain, swallowing problems, memory loss, and nausea and \'omiting. For 
example, two recent basic research findings are unraveling the mysteries of chronic pain 
states. They involve separating "good pain," that is, the normal protective sensation, 
from the “bad pain” of abnormal chronic pain states. Using animal models, one study 
selectively eliminated spinal cord nerve cells that respond to the chemical messenger 
substance P. In another study, mice were genetically engineered to omit a form of the 
enzyme protein kinase C that is involved in some types of pain signals. In both 
experiments, the “good pain” responses were intact, but “bad pain” was eliminated. 

The National Institute on Aging 

The National Institute on Aging research portfolio addresses the diverse array of 
end-of-!ife issues affecting the elderly population. Examples of studies include how staff, 
family, and residents manage end of life care in nursing homes, and how the stress of 
decision making can be reduced during the final phase of life. NIA is also one of the 
institute cosponsors of the end-of-life RFA. Through its Alzheimer’s Disease Centers 
program, the NIA-supported researchers at the Boston center have established a Dementia 
Study Unit as a clinical model for late-stage Alzheimer’s disease care, the first research 
group in the country to focus efforts on the difficult, emotionally charged, clinical issues 
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in late-stage and terminal care of this patient population. Activities have expanded to 
include an outpatient program, a respite care program, and an adult day care program. 

As a result of research in the Dementia Unit, staff developed a hospice approach to the 
care of Alzheimer’s disease patients. This consists of assigning patients to one of the five 
levels of care, with progressive limitations on medical interventions. Treatment 
limitation decisions are discussed at a meeting of family members with the 
Interdisciplinary Treatment Team. 

The National Institute of Dentai and Craniofacial Research 

The National Institute of Dental and Craniofacial Research supports studies that 
address key issues at the end of life - the prevention and relief of pain. Studies within 
the NIDCR portfolio are relevant to palliative, hospice and end of life care issues, 
particularly the research on pain. Sharing the lead with NINDS of the trans-NIH Pain 
Consortium, NIDCR also operates the Pain Research Clinic in the NIH Clinical Center. 
Programs within the clinic include developing better methods for assessing pain, 
understanding the mechanisms of acute and chronic pain, and developing new methods of 
pain control. Recent findings include an animal mode! of gene therapy for pain. 

The oral complications of cancer therapy are also under study. Radiation 


treatment damage to salivary gland tissue and many drug therapies can result in lack of 
saliva, or xerostomia, which leads to difficulty in chewing, swallowing, and speaking, 
problems for many at the end of life. Research on salivary glands and saliva constitute a 
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significant component of the NIDCR portfolio. Of note is the development of another 
animal model of gene therapy - this time to restore saliva production. 

The Office of Behavioral and Social Sciences Research, Office of the Director, NIH 

The Office of Behavioral and Social Sciences Research (OBSSR), the National 
Center for Complementary and Alternative Medicine, and several NIH Institutes, are co- 
sponsoring a workshop on October 26-27, 1999 on "Spirituality, Religion, and Health." 
An expert panel will review the state of the science in the area, and assist in developing a 
research agenda relevant to NIH. Numerous issues will be addressed, including linkages 
to morbidity and mortality, biobehavioral and psychosocial mechanisms, social and 
cultural influences, measurement issues, gaps in the literature, and scientific 
opportunities. A report summarizing the work of the invited panel will be disseminated 
following the workshop. 

National Center for Complementary and Alternative Medicine 

The National Center for Complementary and Alternative Medicine (NCCAM), a new 
entity, is the successor organization of the OAM, with enhanced statutory authority and 
function, and increased staffing levels. Many of NCCAM’s studies concern palliative 
care research, with a focus on increasing patient comfort, diminishing pain, and rendering 
disease symptoms less intense or severe. Although NCCAM does not have a specific 
focus on end of life, research results of many studies may be beneficial to patients at this 
final phase. Among these projects are an examination of the benefits of hatha yoga on 
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the cognitive and behavioral changes associated with aging and neurological disorders; 
evaluation of the effects of acupuncture on persistent pain and inflammation; a clinical 
study of St John’s Wort’s effects on major depression; the effect of acupuncture and 
moxibustion (heat applied at the acupuncture point), and, in collaboration with NIA, the 
efficacy of ginkgo biloba (a botanical product) in older individuals who are at risk for 
dementia, which may have pertinence to those at the end of life. 


As is evident, the NIH institutes are actively pursuing many avenues of research, 
both conventional and complementary, of relevance to patients and families at the end of 
life. Trans-NIH committees relevant to coordination of these efforts include the trans- 
NIH Pain Consortium, the trans-NIH Alzheimer’s Working Group, and other formal and 
informal committees. 

In conclusion, it is becoming increasingly clear that, as we look to the future, 
distressing symptoms considered inevitable at the end of life can be eased, and that more 
can be done to maintain a patient’s quality of life, sense of control, and dignity. A 
number of issues remain to be resolved, however, through research. Our aging 
population depends on the health care system and the evolution of how it manages end- 
of-life care. We need to know more about the appropriate course of treatment during the 
dying process. Despite the availability of pain medications for terminally ill patients, 
pain is still inadequately treated. We need improved assessment tools to help health care 
professionals accurately evaluate symptoms at the end of life. Patients’ comfort needs 
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and their wishes for end of life care must be respected. Family caregivers’ needs must be 
addressed so that they become competent in providing pharmacological and other 
treatments, determining the changing nutritional needs of a dying person, and responding 
to changes in function and care required by those changes. Caregivers need assistance in 
coping with stress and maintaining their own health. 

Complementary and conventional therapies have the potential to provide 
important information and new therapeutic approaches for improving care and quality of 
life at the end of life. With sufficient emphasis and resources, end of life issues and needs 
can be resolved by the health care research and practice communities. NINR is pleased to 
have a central role in addressing how we might best achieve these results. Thank you, 

Mr. Chairman. I will be happy to answer any questions. 
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Mr. Horn. Well, if you would just answer my first question. I am 
interested in, one, were there any reactions you had to panel one; 
No. 2, did you have any reactions to your colleagues on panel two? 
So you have opened it up. Dr. Grady, so let us start. 

Dr. Grady. OK. What I would like to say is that many of the 
studies that I have just described, we expect to serve as a basis for 
the development of future interventions to improve quality of care 
for terminal patients and their families. We were gratified and 
even a little surprised by the extent of the response to the request 
for applications we issued last year. We had over 100 responses 
with applications and we expect many of these to be resubmitted. 
They were favorably reviewed and looked very promising. So we 
feel that not only what we have begun funding is a step in the 
right direction, but it will serve as a basis for future studies. 

Also, one of the concerns of the previous panelists was about the 
training and what is being taught in schools for people who are 
health care professionals. One of the studies I would draw your at- 
tention to that we have just funded, is a study to improve clinician 
and family communication in ICUs, a matter that was of some con- 
cern to the previous panel. The study is addressing those issues, 
but one of the long-term goals and outcomes of the study will be 
to use that information, incorporate it into the curriculum for train- 
ing physicians, nurses, and other health team members who will be 
working with those who are terminally ill at the end of life. 

I would also like to say that there were some concerns expressed 
about the National Center for Complementary and Alternative 
Medicine and would simply say that many of the studies I de- 
scribed in complementary medicine do reach across the NIH and in 
this brief time I can’t address all of that, but what I would say is 
that the Center, what was previously an Office of Alternative Medi- 
cine, has become the National Center for Complementary and Al- 
ternative Medicine. It has increased statutory authority so that it 
will now have the ability to independently make grant awards in 
the area of its science. A new Director has been hired for that posi- 
tion. The budget has almost tripled over the last year and the first 
meeting of the Advisory Committee of the new Center was just re- 
cently held. In fact, Beth was an invited participant in that and 
spoke. I have seen her testimony although I wasn’t there and I 
have met with the new Director. He is meeting with all the IC di- 
rectors across the campus and he is extremely enthusiastic and 
committed to building the Center and so I think that the sugges- 
tion that was made to look forward is a good one. We are very, very 
optimistic. 

Another issue is that the science is moving and this is an area 
of new science, end-of-life as an issue. One of the previous panelists 
said that no one wanted to talk about it before. It is something that 
we all must face, like it or not, but it is as yet a relatively un- 
charted area. So it is a new science and all of those who are work- 
ing in the area are among the pioneers who are building the 
science base and the knowledge base for compassionate and appro- 
priate care for the future. 

Mr. Horn. On the issue of training and medical schools in par- 
ticular, does NIH keep any data as to the evolution of medical 
school curricula and to what degree do some of the areas we are 
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talking about here come into the doctor’s mind before they get their 
union card known as the M.D.? 

Dr. Grady. We have frequent meetings and keep very close inter- 
actions with the American Association of Colleges of Medicine and 
also the American Association of Colleges of Nursing. I left the lat- 
ter meeting — I gave a speech this morning before I came here — so 
although we do not dictate the curriculum as such, all of these 
schools have accreditation bodies and we are in close communica- 
tion with them and are often sought out for our expertise on what 
is an important part of the curriculum. 

It is hoped, of course, that the results of research studies will be 
quickly incorporated into practice and into the curriculum and we 
do our best to try to ensure that that is not only a possibility but 
that that does happen. 

Mr. Horn. Well, I think you are probably right. In some cases, 
it happens, but it would be sort of helpful if their accreditation 
standards and criteria had some of these things in it and that is 
not a new thought for medical schools. Nutrition was certainly one 
where doctors didn’t seem to have the slightest idea what was 
going on in nutrition. So I would ask staff and without objection, 
we will put it at this point in the record. 

Dr. Grady. We would be happy to supply that for the record in 
more detail. 

Mr. Horn. Thank you. 

Now, before we finish with you and you get into it again, I am 
sure, did anything your colleagues say jar you at all? 

Dr. Grady. Well, we try to do our best to interface about how we 
can best get the research results into practice. The concerns that 
I heard this morning and that we are hearing more in the studies 
that we are carrying out and, in fact, influence the research that 
we are able to carry out are the issues related to terminally ill pa- 
tients going to hospice care and having to give up the options of 
conventional therapy. 

Also, the issue about the 6-month terminal illness, 6 months to 
the end of life. That presents difficulties for us in terms of trying 
to carry out cohesive studies that we can predict from, because it 
is difficult to anticipate 6 months from the end of any one person’s 
life. So we are working with populations that are difficult to com- 
pare one person to the next and so we are concerned some of the 
findings may not be generalizable. So we are releasing findings 
that are somewhat more qualitative in some cases but we feel are 
informative. I think those were the two major issues. 

Mr. Horn. Ms. Buto, do you have anything you would like to add 
either that the first panel said that you didn’t like or that your col- 
leagues said that you didn’t like? 

Ms. Buto. It is hard not to like the first panel. 

Mr. Horn. Or that you did like? 

Ms. Buto. Let me address three issues that have been raised 
both by Dr. Grady and the first panel. The first one is the 6-month 
requirement that is in the statute as well as the requirement that 
individuals who elect hospice give up conventional therapy, essen- 
tially the conventional Medicare benefits. 

First of all, these requirements are written into the statute. That 
doesn’t mean they can’t be changed, but I think as we look at the 
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issue of changing both of them, one of the difficulties is if the time- 
frame becomes indefinite or less clear for the hospice benefit, in 
other words, you are eligible for hospice if you have an illness or 
condition that will ultimately lead to death, the difficulty there is 
that many of our beneficiaries are in a situation where they have 
chronic conditions — congestive heart failure, COPD, et cetera. 

We are, in Medicare, looking at more creative options for the 
chronically ill. In fact, the Balanced Budget Act gives us some au- 
thority to do care management programs around chronic illness. If 
you remove the criteria at the same time, we are in a situation 
where, under hospice, we have a prospective payment system that 
allows coverage of drugs, for example, which, as you know, Mr. 
Chairman, are not available to most Medicare beneficiaries. Many 
of them need drugs, need that kind of therapy. 

Mr. Horn. We hope we will solve that problem in either this ses- 
sion or in the early 

Ms. Buto. We hope so. We certainly hope so and I know that the 
Congress is looking at that. 

Mr. Horn. Early in the next session, in one or the other. 

Ms. Buto. But in any event, while that disconnect or that in- 
equity exists, we are happy that drug treatment is available as one 
of the optional services under hospice. It is also available in Medi- 
care HMOs. But until prescription drugs are covered more broadly 
in Medicare, if you extend the period of coverage such that any in- 
dividual with chronic disease or serious chronic disease would be 
eligible for hospice, I think the issue is can we do that until we 
have a drug benefit? We would like to see enactment of a Medicare 
drug benefit and then, certainly, I think the issues around all of 
the benefit structures need to be looked at in relation to that. What 
I am trying to say is it is not an easy issue. I certainly understand 
the concerns that have been raised. 

I also wanted to deal with the question of medical education, 
which you raised. As you know. Medicare finances medical edu- 
cation in this country almost exclusively and, again, I think as part 
of Medicare restructuring, there are a lot of efforts to look again 
at that pot of money to say, should it be related to Medicare, or 
should it be its own separate trust fund? And how shall it be fi- 
nanced, in what ways does it reflect the priorities of the country 
in terms of the curricula and so on? And of course, that is a very 
delicate issue. So I think this is a good time to talk about the cur- 
riculum. 

Mr. Horn. You raise an interesting point because your clientele 
is primarily 60 to 65 years in age and up. To what degree do we 
know that the typical medical student, and not that there are in- 
ternships anymore, but in residencies, what do we know about the 
type of clientele they will run into in terms of the hospitals they 
are assigned to? Do you know what proportion of the bills are paid 
nationwide by Medicare? 

Ms. Buto. Forty percent of hospital inpatient bills — they aren’t 
really bills — 40 percent of the inpatient hospital revenues come 
from Medicare on average. That is higher for some hospitals and 
lower for other hospitals. So it is a significant amount and, of 
course, we spend a lot on medical education as well. 
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What we are seeing in hospital medical education, again because 
of some changes in the way we pay, is a greater emphasis on pri- 
mary care and associated specialties like geriatrics and pediatrics, 
for example. So that is occurring, but the degree to which curricula 
reflect the kinds of issues that have been raised here today, I think 
again the AAMC, the American Association of Medical Colleges, 
would be a good place to get that information. 

Mr. Horn. And it would be the kind of thing, it seems to me. 
Medicare and VA and others maybe at their national conventions 
of the medical schools could be putting on exhibits, and all the rest 
of it and panels in terms of how one deals with people that are el- 
derly as opposed to people that are a little more youthful. 

Ms. Buto. Our colleagues at the Health Resources and Services 
Administration have a lot to do with the training programs for 
health care professionals. I know they are also active in this area. 

And then I wanted to address briefly the coverage question that 
keeps coming up about Medicare and covering alternative and com- 
plementary therapies. First, to say that on the issue of acupunc- 
ture, I think what we need to do is review the NIH Consensus Con- 
ference proceedings in light of our current coverage rules which do 
not allow Medicare to cover acupuncture. Having said that, and we 
will review those for issues around Medicare coverage, I think it is 
important for people to understand how Medicare covers services. 
We cover them in two ways. We cover them institutionally, hospital 
services, physician services, home health services, nursing facility 
services, and so on. We also cover them by certain practitioners. 
We cover mainly physician services in terms of individual practi- 
tioners. Increasingly, in the last few years, we have covered nurse 
practitioner services in some circumstances, nurse midwives and 
physician assistants. We have chiropractors covered for only one 
service in Medicare and so the issue of our looking at coverage is 
probably in relation to the structure in which Medicare operates. 

Having said that, I think the structure in which Medicare oper- 
ates is pretty flexible. We know that not only do hospices cover 
complementary therapies but also Medicare HMOs are able to 
cover alternative therapies and alternative practitioners, and they 
do that. 

Mr. Horn. Is it just for HMOs? 

Ms. Buto. For hospice as well. Are you asking if they just cover 
it for HMO enrollees? 

Mr. Horn. Right. 

Ms. Buto. Yes, HMO’s offer a benefit package and it includes 
Medicare covered services and additional services. 

Mr. Horn. Now did you need the authority of the Ways and 
Means Committee to do that? 

Ms. Buto. Yes. 

Mr. Horn. Or do you have that authority? 

Ms. Buto. It is part of our authorization for the Medicare Plus 
Choice Program, Medicare HMO and prepaid health care program. 
We have that authority. 

Mr. Horn. Having heard of all the options this morning, to what 
degree is Medicare able to implement some of those without law? 
Or do you have the authority to do it? 



187 


Ms. Buto. Again, we can look at the coverage of acupuncture 
services. The part where — again, I don’t want to mislead — is that 
we don’t have a category of practitioner, an acupuncturist, who is 
eligible to receive Medicare payment. So we do not that 

Mr. Horn. Why is that? Why is it that we don’t? 

Ms. Buto. The statute is a medical model. It was built in 1965. 

Mr. Horn. I know. I was on the drafting team. 

Ms. Buto. It is finally evolving to the point where we are finally 
covering some preventive services for the first time like mammog- 
raphy screening and flu vaccine and so on, but that has been really 
in the last 2 or 3 years. But having said that, the service itself in 
the context of an HMO, in the context of hospice, we are now mov- 
ing to pay prospectively home health agencies, skilled nursing fa- 
cilities, hospitals get a prepaid amount. All of them have the flexi- 
bility under prospective payment systems to incorporate com- 
plementary therapies if they want to. 

So within these broader payment structures, individual practi- 
tioners can get paid by the hospital, by the nursing home, by the 
hospice, and by the HMO. 

Mr. Horn. Well, can Medicare provide funding for those par- 
ticular practitioners in a new evolving field? I mean how do you 
handle that? It isn’t just acupuncture. I mean there must be break- 
downs of particular specialties even into more special things. 

Ms. Buto. Right. What we are going to, though, is I guess what 
we call in sort of the financing world bundling payments so as we 
move to a situation where we are paying in advance for a bene- 
ficiary who enters the hospital, the whole amount for the episode, 
the hospital can provide a wide variety of noncovered services from 
that amount and to the extent they find them cost effective they 
are doing that. They cover experimental drugs, for example, and 
they cover other things that are not within the Medicare benefit 
package. 

We, again, for skilled nursing facilities, for hospice, for home 
health, we are also moving in that direction. So we will have an 
episode payment in home health that will cover 60 days and the 
services within that are flexible that can be provided. And that is 
really the way the program is generally going. We do still pay for 
individual services if physicians provide and those are the cases 
where a physician service is delivered. Again, there are some in- 
stances, but they are not very frequent, in Medicare where there 
are other practitioners who get payment from the program directly. 

Mr. Horn. Well, let me ask you about the 420,000 patients that 
use $2 billion in Medicare hospice services. This equates to just 
under $48,000 for an average of 48 days and how much would 48 
days of hospital care cost? Do we know those figures or just file 
them for the record? 

Ms. Buto. We can get them for the record. 

Mr. Horn. Fine. 

Ms. Buto. Of course, some of those patients do use some hospital 
care as well, but the hospice payment is set for that. There is a 
separate rate for the hospital stay. 

Mr. Horn. Well, the whole idea in 1965 was to get people out 
of the hospitals into the skilled nursing home and the only thing 
else we provided was home care and we only knew of one city that 
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had it, which was Detroit at that time, that had any extensive pro- 
gram there. So that was certainly the approach. And is massage 
therapy and acupuncture reimbursed by Medicare and Medicaid? 

Ms. Buto. I can’t speak for Medicaid because the States have 
tremendous flexibility. In fact, I believe 10 States don’t cover hos- 
pice. We know that 40 do. 

Mr. Horn. So 40 do under Medicaid then. 

Ms. Buto. Under Medicaid cover hospice services. It is an op- 
tional service. Many of them do cover a number of alternative serv- 
ices including homemaker services. Again, Medicare’s coverage 
would be probably through our broader payment systems, the use 
of services, but within the umbrella of paying a given provider who 
is authorized to receive a Medicare payment. 

Mr. Horn. Now you have got a 6-month rule, for want of a better 
expression of it, what does that apply to and why is it 6 months? 

Ms. Buto. Well, as I understand it, and I wasn’t around when 
the statute was enacted, that at the time it was enacted, all the 
research that was looking at end-of-life care was based on the last 
6 months of life. So when the statute was enacted, as I understand 
it, it was designed to serve individuals who would be thought to be 
by their physicians in the last 6 months of life. 

Now, as many people have said on the previous panel, that is not 
a cap, that is the physician’s judgment that an individual is in the 
last 6 months of life. But that is my understanding of how it came 
about. 

Mr. Horn. Now what statute specifically are you thinking of on 
the 6-month aspect? 

Ms. Buto. It is the Medicare hospice benefit. 

Mr. Horn. I see. And when was that enacted? 

Ms. Buto. 1983 is when it went into effect. I think it was en- 
acted in 1982. 

Mr. Horn. Yes. That is before my time so that is why I am a 
little rusty on what that is, but you are taking that authority then, 
the 6-month rule? 

Ms. Buto. That established the benefit for Medicare. 

Mr. Horn. OK. Well, let me move to the Veterans Administra- 
tion now and ask a few questions. First, I would like to ask, was 
there anything on panel one that was said that you didn’t particu- 
larly like, and anything any of your colleagues here said that you 
didn’t like or did like? Just giving you a chance on the record one 
way or the other. 

Dr. Holohan. From my point of view, not particularly. Congress- 
man. Dr. Salerno. 

Dr. Salerno. I would just like to say that Mr. Brinkley’s re- 
marks about the care for veterans and the need to do more is well 
appreciated. That is why we have confronted this issue with a na- 
tional policy to improve care and we feel that we have the means 
to do a better job and we will by all veteran patients, and our goal 
is not to take care of some with appropriate end-of-life care but all 
of our veteran patients when the need arises. 

Mr. Horn. How many veterans are currently in the VA hospice 
program? 

Dr. Salerno. It varies. Inpatient hospice, sir? 
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Mr. Horn. Well, I will give it to you either way. What are the 
other categories besides inpatient/outpatient? 

Dr. Salerno. Well, we contract for community services. We pro- 
vide palliative care services through our home care which aren’t 
traditional hospice services but at least half of the patients have 
a terminal diagnosis. So there is a lot of palliative care that is pro- 
vided that isn’t traditional hospice. 

Mr. Horn. Well, I will tell you I will just — some of these ques- 
tions — let me read them into the record, and if you wouldn’t mind, 
work with staff and let us try and get the answers. I don’t want 
to put you on the spot on some arcane figure that nobody has 
thought of for a few months. 

How many veterans are currently in the VA hospice program, 
and break it down by categories in terms of community, in and out, 
and any other ways that you look at it that way? Basically it is 
finding out where all the hospice aspects are. Chairman Burton 
had some thoughts this morning when he listened to the com- 
plementary therapies such as acupuncture, music therapy, mas- 
sage, so forth — are those available at all VA facilities? 

Dr. Holohan. As far as we know, not at all. We commissioned 
a study done by a contractor to look at complementary and alter- 
native medicine in the VA. Their sample was probably not exhaus- 
tive to all 172, but they did survey practices in all 22 of the Vet- 
erans Integrated Services Networks, and they did several series of 
site visits, and it appears in their report that there is a fair amount 
of complementary and alternative practices at many VAMCs, prob- 
ably the majority. They are not uniform and they probably rep- 
resent the interests of a local champion or the interests of a par- 
ticular administrator or manager. 

Mr. Horn. Any comments. Dr. Salerno, on that? Anything else 
to say? 

Dr. Salerno. Yes, I think that we are particularly strong in VA 
in the arts, in all the creative arts programs, and we have at- 
tempted to disseminate the models of excellence in creative arts 
therapy throughout our nursing homes programs and all other VA 
settings, and we have a long relationship, 10 years, I believe, with 
the very special arts, and we are working to continue developing 
those into more services provided for patients in the last phases of 
life. 

Mr. Horn. We have got music therapy, we have painting ther- 
apy, we have drama therapy, all sorts of therapies in the arts. Is 
there any way the VA has a way to sort of figure out which ones 
they are using? 

Dr. Holohan. All of the above. 

Mr. Horn. Are they successful or aren’t they? Pardon? 

Dr. Holohan. We are using all of them. 

Mr. Horn. All of them. 

Dr. Holohan. All of the modalities you just mentioned. 

Mr. Horn. Well, why don’t you give us what you are using 
around, and I am sure there are five others by now, but just let 
us know to what extent are they in the VA hospitals and then if 
it is a VA clinic, are they also in that? What are the other cat- 
egories of basic infrastructure that you have in the VA? The med- 
ical centers, hospitals? 
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Dr. Salerno. Right. 131 nursing homes. 

Mr. Horn. Clinics? Yes, OK. Nursing homes. What else? 

Dr. Holohan. Well, there are community-based outpatient clin- 
ics. There are vet centers which are basically rehabilitation coun- 
seling, but they have — particularly in the west — worked very close- 
ly with Native Americans to provide interventions for PTSD and 
readjustment counseling that are Native American in origin. Dr. 
Salerno mentioned the number of nursing homes. In the contrac- 
tor’s survey on the VA, one-fifth of all the questionnaires returned 
came from personnel in VA nursing homes. 

Mr. Horn. Well, however you want to arrange it, if we could just 
get a little exhibit at this point in the record, it would be helpful 
I think to see the degree of penetration either in depth or on a 
broad scale and where the services might not be provided and 
where they are and what was the basis for that decision? Is it 
money or need or whatever? 

And then, of course, we would like to know what is their average 
length of stay in the hospice program? Is that similar to other hos- 
pice programs? How relevant is what the VA does to what also goes 
on in other major medical institutions, non-VA? 

Dr. Salerno. Yes, in our formal, traditional hospice program, 
our length of stay is similar to that under the Medicare program. 
However, we have a number of models that would not fit the Medi- 
care hospice model where active treatment and end-of-life planning 
can occur simultaneously and we have a number of — 17 of our med- 
ical centers participated recently in a collaborative with the Insti- 
tute for Health Care Improvement to look at models of end-of-life 
care for patients with congestive heart failure and chronic obstruc- 
tive pulmonary disease. These are the ones where the prognosis, 
the 6-month prognosis, is some of the most difficult and very preva- 
lent in the veteran population. 

So we do not have for the VA provided care those sorts of con- 
straints, so we feel that we have the ability to innovate, try new 
things, look at models of care that might be an example for what 
the future holds for the rest. Thirty-six percent of the veteran pop- 
ulation is elderly, so we have ample opportunity to do it, but we 
need to do it now, and we don’t have the luxury of waiting till the 
year 2015, 2030, before we start getting programs moving. 

Mr. Horn. We heard from Mr. Brinkley this morning about a 
Compassion in Action program. Can that be expanded to more VA 
facilities? 

Dr. Salerno. We understand that as a VA system, we can’t do 
it alone. We need to reach out to all of our and as many community 
partners as want to work with us to provide the care and the excel- 
lence that we want to give to our veteran patients. We are happy 
that seven of our medical centers are working with Compassion in 
Action or they are working with us — seven medical centers. I would 
like to see that in 170 of our hospitals. We are open to trying to 
do something on a more rather than one-by-one basis, but to really 
encourage the field to do more actively. 

We need volunteers. The backbone of our system is volunteer, 
and we will work very hard with our veteran service organizations. 
Compassion in Action and any other groups, to really provide the 
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services that will extend our ability to give the care that we think 
veterans deserve. 

Mr. Horn. In the testimony you have made, you noted the stra- 
tegic goals for pain management, planning, and access to programs. 
Are these goals currently being met? 

Dr. Salerno. We just introduced the pain management strategy 
in VA in the spring. Within 2 weeks, we had a toolkit for pain 
management in the hands of every medical center available to all 
staff on the Internet, and we had a patch in our computerized pa- 
tient record system where we put pain assessment, a very simple, 
straightforward zero to 10 scale in the computerized medical record 
under the vital signs package. 

So our intention this year is to put in place a performance meas- 
ure, looking specifically at how well we are doing. While we under- 
stand that measuring how many times people assess pain does not 
really tell us how well it was done or whether we have made any 
headway in really addressing pain issues, we intend to as part of 
the kickoff for our meeting in November, we intend to really put 
the tools to be able to manage pain effectively in the hands of all 
clinicians who practice in the VA. 

Mr. Horn. Again, some of these questions we could put with that 
earlier exhibit. Do all VA facilities have inpatient hospice pro- 
grams? Do each of these programs have hospice trained volunteers? 
And then just getting on to how many patients is a nurse assigned 
to care for? I assume that depends on the type of ward it is or the 
relation to the disease or process, whatever happened. So I think 
you have probably got those data and we will just put in the record 
without objection. So I am sure there are other questions staff on 
both the Democratic side and the Republican side might well be 
asking and everybody is under oath and if you would do us the 
favor of answering some of their questions, we will put those in at 
this point. 

I am going to conclude with Dr. Grady. We started with you. Dr. 
Grady. 

Dr. Grady. Yes. 

Mr. Horn. So we are going to conclude with you. Would you 
summarize what the complementary therapies can be? NIH seems 
to say they are appropriate to provide during end-of-life care. How 
do those work, I mean the complementary ones? 

Dr. Grady. The studies that we are doing now, we expect to be 
able to point in the direction to which of these therapies are most 
effective, but the full range of therapies that have been mentioned 
this morning are being tested, the guided imagery, the music ther- 
apy. In fact, I gave one example of a study that was very successful 
using music therapy, massage therapy and others as well. So that 
really almost for each one that has been mentioned, there is a 
study addressing it. 

Some of these studies are further along than others. But as I 
said, this is a new science and so many of these studies are real- 
ly — this is the first time that these have been looked at in a sys- 
tematic way with a larger population. Some areas are smaller pop- 
ulations simply because it is just one of the first times those ques- 
tions have been asked. 
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The therapies are being tested out in acute hospital settings, in 
home care settings, and in hospice settings. We have a number of 
studies that we are working with the VA system, in fact, across the 
country. Some of those are targeted to the elderly and we expect 
to learn information to be used at end of life so that we are really 
going across almost the whole gamut. 

The issue that came up in the earlier panel, and I think is an 
important one to consider, is the issue of getting the results into 
practice and that is a more difficult issue. We expect to be able to 
provide the findings that say these things seem to, this therapy, for 
example, seems to be more effective in this population of patients 
at this time at the end of life, but getting any new therapy into 
practice these days is a whole lot more difficult than it used to be. 

The scrutiny is much greater because of a variety of issues. In- 
cluded in these are really related to the standard that is required 
in order for a new therapy to be implemented. We are looking at 
evidence-based practice issues. We are looking at outcomes re- 
search requirements. We are looking at managed care constraints 
and the fact that there are such a wide variety of choices that, as 
Mrs. Marks was mentioning this morning, it is a little confusing for 
patients to determine how to select from which of these that may 
be available. 

So again we feel that it is important that we support these stud- 
ies and that they are carried out in the best interest of the patient 
so that we get information that is reliable. Which of these thera- 
pies are reliably effective? Which are safe? And in fact, that we can 
provide that information. But then the next step is trying to get 
help, work with other agencies to get those therapies into practice 
and paid for. 

Mr. Horn. On the therapies, does that really come out of phys- 
ical therapy or does it come out of chiropracting or what? 

Dr. Grady. All of the above. 

Mr. Horn. Yes. I guess I am just trying to figure out, is there 
a program somewhere either in medical schools or health schools 
where they get into massage therapy? I am just not familiar with 
it. 

Dr. Grady. Yes. There has not been up until recently. These, as 
has been addressed earlier this morning or earlier this afternoon, 
are relatively new on the horizon of treatment choices. The fact 
that they have been available even on a small scale has not been 
something that people have always known about. Now that there 
are more complementary centers across the country and alternative 
medicine centers, the consciousness of people is being raised so 
they are beginning to ask questions. We plan to be the ones who 
provide a great deal of information to clarify which of these work 
the best and in what circumstances. 

Mr. Horn. Now are most of these therapies licensed by the var- 
ious States? I think physical therapy certainly is. 

Dr. Grady. Yes. Physical therapy involves an educational train- 
ing program and licensure. For others, the answer is in some cases 
there are types of licensure, but in terms of having an overall li- 
censing board, most of these do not. So the issue of quality control 
is constant, for example, if someone is trained by Dannion or Ira, 
they will have acquired a certain set of skills and abilities and that 
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will be predictable. In other cases, it is not predictable. So you 
raise a very good and a very important question. 

Mr. Horn. Well, it is interesting the comparability between 
States. As you know, in some areas like the uniform State laws, 
there is a group of commissioners that try to get the same language 
on the books everywhere. I don’t know the degree to which a simi- 
lar relationship exists between the States although they are all or- 
ganized now, both Governors and everybody else, and it might well 
be that you could get some common standards there which would 
bring dignity to some of the professions. 

Dr. Grady. Yes. Our concern is similar to those of nearly every- 
one who has expressed their thinking today; the concern to help to 
provide the best care for the patients and make available for them 
the most effective therapies, but also keeping in mind that we have 
a certain role related to safety and health and welfare in a protec- 
tive sense. So we are really trying to strike the balance as is every- 
one else, I believe. 

Mr. Horn. Now, would you explain to us a little more about the 
music therapy project and the pain management? What else is 
being done in that area? 

Dr. Grady. Yes, I can describe the study that I alluded to earlier. 
This is a study that was completed earlier this year. It used a jaw 
relaxation technique and music therapy for individuals in a clinical 
trial where patients either had the regular therapy, or they had the 
relaxation therapy and the music therapy in addition to regular 
therapy for pain. That is routine pain medication. 

Mr. Horn. You used the word “jaw” there. Give me that again. 

Dr. Grady. Yes. It is you can using the relaxation technique, you 
can focus on one particular part of your body and will it to relax, 
and this particular relaxation technique uses the jaw. So that if 
you are sitting in a particularly long committee meeting and you 
are wanting, hoping someone will finish talking 

Mr. Horn. I am thinking of the House floor actually and we have 
got a lot of patients out there. 

Dr. Grady. Yes. I can provide more information on this for you, 
but you can will your jaw to relax. There is a tendency for people 
to clinch their jaw when they are either bored or anxious or in 
pain, and so this technique focused on relaxing the jaw, willing it 
to relax, and teaching the person to be able to do that at will. And 
so the combination of that and the music therapy, the combination 
of those two alternative therapies or complementary therapies with 
the routine pain medication was more effective than the pain medi- 
cation alone, in terms of relieving pain and for longer periods of 
time. It was a very interesting finding and has a very practical ap- 
proach for individuals. This was for people who were having major 
abdominal surgery but it is expected that the approach is likely to 
work in other situations such as end of life. 

Mr. Horn. What about the music therapy? We mentioned here 
the painting, drama, all the rest? Have we got any studies NIH is 
doing in those areas? 

Dr. Grady. Not using drama therapy. Using music therapy and 
guided imagery and other situations, yes. But I don’t recall any 
using drama therapy. 
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Mr. Horn. Now I have a number of cultures in my congressional 
district. In fact, in the Long Beach Unified School District, which 
is fifth largest in California, there are 70 different languages spo- 
ken in the household of the parents, and that is true also of the 
city of Los Angeles which is simply the bigger city and we are the 
second city and there are 79 others in the 10 million person county. 
So we have a lot of cultures that are different. A lot of them are 
recent immigrants, so forth. So what are the differences that we 
know between cultures on making end-of-life decisions? 

Dr. Grady. We can help to get started to answer that question. 
The 70 we can’t address yet. But we are funding studies to look at 
the differences in preferences, cultural differences in Hispanic and 
African American as well as Caucasian populations related specifi- 
cally to decisions about treatment, what type of treatment, whether 
to accept treatment. The decisions about how to make decisions, in 
fact, because there are differences in whether or not the individual 
makes the decision, whether the families gather together to make 
the decision, whether, in fact, the family makes the decision for the 
individual in certain circumstances. 

So those are the areas that are being addressed. Also, caregiver 
preferences, whether or not the individuals wish to provide 
caregiving at home versus other settings, and who would be the 
person to give it? We have a number of studies that look at care- 
giver support. One of the issues we found in several areas and par- 
ticularly in end-of-life is that the caregivers, it has been mentioned 
these are mostly women, but the caregivers tend to have difficulty 
meeting the demands that are required to fulfil that role, both in 
terms of the training needed, but also in terms of their own energy 
and coping skills. There are some cultural differences in that area 
so that is also under study. 

Mr. Horn. Anything anybody would like to add to this discus- 
sion? This is your last chance. We are about to close down. Doesn’t 
look like we have got too many volunteers, but we really appreciate 
each of you and your statements and your interaction. 

As usual, I want to thank the staff that put all this together. The 
majority staff here is Beth Clay to my left and your right, and 
Heather Bailey and Carla Martin on the majority staff, and then 
the minority staff, Sarah Despres and Kristin Amerling, and the of- 
ficial reporter, Victoria McLaughlin, and we thank you for all you 
are doing. So thank you very much and we will hope to get the in- 
formation in the next 2 weeks. We will work it into the hearing 
and you all have been excellent witnesses and we are adjourned. 

Dr. Grady. Thank you, Mr. Chairman. 

[Whereupon, at 4:40 p.m., the committee was adjourned.] 
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